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CARCINOMA OF THE LARYNX* 


OBSERVATIONS ON CASES TREATED BY PROTRACTED 
(COUTARD) ROENTGEN THERAPY 


By L. H. Garvanp, M.D. 
San Francisco 


Discussion by William E. Costolow, M.D., Los Ange- 
les; Harold A. Fletcher, M.D., San Francisco; Robert S. 
Stone, M. D., San Francisco. 


N dealing with malignant tumors of the larynx, 

as in dealing with malignant tumors anywhere 
in the body, it is generally agreed that there is no 
surer method of cure than complete and total ex- 
cision. It is also generally agreed that complete 
and total excision of some tumors is impossible, 
for the simple and obvious reason that the tumor, 
by the very nature of its malignancy, is no longer 
confined to a small area, but has spread into neigh- 
boring and perhaps vital tissues. There is a second 
factor which renders the total and adequate. ex- 
cision of a tumor undesirable, and that is the 
amount of disability produced by the operation. 
There are few more disabling operations than total 
laryngectomy; there are few greater disappoint- 
ments than the development of recurrence after 
the performance of so severe an operation, and 
recurrence is sufficiently common for us to ques- 
tion the efficacy of operation except in strictly 
localized epitheliomas of the vocal cord. 


COUTARD’S STUDIES 


Since 1931, when Coutard® published the results 
obtainable in the treatment of various malignancies 
of the pharynx and larynx, there has been wide- 
spread interest in the application of prolonged, 
carefully measured roentgen radiation to such 
lesions.. So thorough was his work, and so care- 
fully controlled his results, that, to give radiation 
therapy adequate trial, some clinics, notably one 
of the largest surgical clinics in Vienna, have 
ceased entirely from operating for carcinoma of 
the larynx. Coutard’s method is based on the well 
known fact that cells in a state of active mitosis 


* From the Stanford University Service at the San Fran- 
cisco Hospital, Department of Public Health and Stanford 
University Medical School, San Francisco. 


Read before the San Francisco County Medical Society, 
April 10, 1934. 
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are much more radiosensitive than cells in a rest- 
ing stage. In general, therefore, tumor cells are 
more sensitive to radiation than normal cells. By 
prolonging the time during which a given dose 
of radiation is applied, more tumor cells will be 
damaged in a dividing phase than if the dose is 
given over a short period. Also, the fact, that 
normal cells recover from the effects of radiation 
more quickly and more thoroughly than tumor 
cells, is made use of in protracted radiation, the 
tissues tolerating a much larger dose than they 
would were it given in a short time. We do not 
know the exact period of time during which all 
of the cells of a given tumor will be in a stage of 
division, but clinical results suggest that it is about 
two weeks. However, since doses large enough to 
destroy all of the tumor cells cannot be safely 
given to adequately large, nonsuperficial areas in 
a two-week period, it is common to have to extend 
the course of radiation to a four- or even six-week 
period. During that time, small or moderately- 
sized doses of x-rays are given daily to a variable 
number of fields about the neck, depending upon 
the size and location of the tumor. It is believed 
by some clinicians, including Coutard, that thick 
filters are of value in eliminating the softer com- 
ponents of the beam of rays; but results in other 
clinics, notably the Memorial Hospital clinic,° 
suggest that it is the long time and large total 
dose, rather than the thickness of the filter, which 
is effective. 


Since the radiosensitivity of epithelial tumors 
diminishes with increasing differentiation and 
keratinization of the cells, tumors arising from 
different areas of the pharynx and larynx react 
differently to radiation therapy. Transitional epi- 
thelium is the most sensitive, and highly keratin- 
ized epithelium is the least sensitive. The order 
of radiosensitivity of tumors of this area is said ® 
to be as follows: small cell lymphosarcomas, re- 
ticulum cell sarcomas, lympho-epitheliomas, transi- 
tional cell carcinomas, undifferentiated squamous 
epitheliomas, and pearl-forming differentiated epi- 
dermoid epitheliomas (see Table 1). The failure 
or success of roentgen therapy also depends on 
the extent of the tumor, the presence or absence 
of infection, the existence of invasion of bone or 
cartilage, and the general condition of the patient. 
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Fig. 1 


Fig. 1.—Normal larynx, adult male. 
arytenoid eminences. 
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Fig. 2 Fig. 3 


Note the ample dark air shadow between the middle of the epiglottis and the 
Note the ample air shadow of the laryngeal ventricles (actually only the spaces between the 


false and true cords are normally thus air-filled, the upper recesses of the ventricles being collapsed). 


Fig. 2.—Case 2. 
years. Note that the tumor is an intrinsic 
aryepiglottic folds) is not encroached upon. 
tube being removed just before exposure. 

Fig. 3.—Case 2. After treatment. Voice satisfactory. 


lesion, 


Infection and poor general health are liable to 
result in failure. 


TISSUE REACTION TO PROTRACTED ROENTGEN 
THERAPY 


In the average case of carcinoma of the larynx 
receiving a protracted course of roentgen therapy, 
the skin over the area being treated becomes very 
reddened and inflamed during the third or fourth 
week of therapy ; in properly administered courses, 
the skin then develops a weeping exfoliation and 
the entire thickness of the epidermis over the area 
treated peels off. The corium and subcutaneous 
tissues are not destroyed, however, and within 
another two weeks complete regeneration of the 
epidermis, from the outside of the irradiated area 
inwards, develops. The fact that no other tissues 
are dissolved or necrosed differentiates this benign 
“epidermitis” from the undesirable and sometimes 
disastrous roentgen necrosis. 

Shortly before, or coincident with the develop- 
ment of this epidermitis or epidermiolysis, the 


Fig. 4 Fig. 5 


Well differentiated epithelioma of the left vocal cord involving both arytenoids 


. Hoarse for two 


and that the upper air shadow (in the region of the vestibule or 
This patient had a tracheotomy one week before 


making this film, the 


fracheotomy wound healed. 


mucosa of the underlying larynx develops a mem- 
branous inflammatory reaction known as an “epi- 
thelitis” or “mucositis.” This mucosal reaction is 
similar to that occurring in the skin and is followed 
by equally rapid resolution. At the same time, it 
is common for the patient to lose some weight 
and to develop moderate dysphagia. The weight 
normally returns rapidly following cessation of 
treatment. 


LENGTH OF TREATMENT IN COUTARD PROCEDURE 


Coutard believes it is always necessary to treat 
patients until a marked radio-epithelitis has de- 
veloped. If the tumor has entirely disappeared by 
that time, and if its histological appearance sug- 
gests that it is of a very anaplastic type, treatment 
is discontinued. If, on the other hand, it is of a 
highly differentiated type, treatment may be con- 
tinued ; the duration of further treatment and the 
extent of further dosage depends upon personal 
judgment and experience. The main danger is 
apparently that of giving an overdose to the con- 


Fig. 6 


Fig. 4.—Case 3. Epithelioma right vocal cord involving base of epiglottis and both arytenoids, Extensive encroach- 


ment of upper laryngeal air passage. 
Fig. 5.—Case 3. 
arytenoid areas. 


After treatment. 
Voice normal. 


Fig. 6.—Case 8. Massive epithelioma of larynx, recurrent postoperative. 
and base of tongue down to 2 centimeters below the vocal cords. 


Emergency tracheotomy. 
Air shadow of vestibule 


¢ 


practically normal. Slight residual edema ©! 


Tumor extending from apex of epigloitis 
Note that the vertical extent of the tumor can best 


be shown by roentgen examination. This tumor shrank over 50 per cent following the course of roentgen therapy, and 


the patient was able to “‘speak’’ for some months. 


He later developed bronchopneumonia and died. 
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CARCINOMA OF THE LARYNX—GARLAND 


TABLE 1.—Classification of Carcinomas of the Larynx According to Extent and Type 





Stage I 





Stage II 





Small localized tumor (not over 1 centimeter in extent), 
often confined to one vocal cord. 


Medium sized, clinically 
usually largely, if not entirely, 








usually intrinsic and 


localized tumor (not over 4 centimeters in extent), 
intrinsic. 





Stage III 


(Note: 


case.) 





Well differentiated carcinoma 
ferentiated cells, 


yngeal wall. 


i a, 
Poorly differentiated carcinoma} A squamous 
keratinization. 


aryepiglottic area, 


Large tumor (over 4 centimeters in extent), 
and associated with probable, 


For purposes of summarizing results in subse ‘quent table s the 
equals non-operated case 


cell epithelioma 
transitional epithelium, or poorly 
Often 
the pyriform 
Usually not “radioresistant”’ 
monly graded 3 and 4. 


often both intrinsic and extrinsic 
if not definite, cervical ade nopathy. 

suffix A 
and suffix B equals recurrent postoperative 


A squamous cell epithelioma (epidermoid carcinoma) composed. chiefly of dif- 
showing much keratinization and pearl formation. 
arises from the true voc: al cords, the 
Usually 
cure; usually metastasizes to glands late. 


Often 
glosso- epiglottic recess and lateral phar- 
‘radioresistant,’’ i. e., requiring very large doses to 
Commonly graded 1 and 2. 
carcinoma) composed chie fly of 
differentiated squamous cells, showing no 
the superior or false vocal cords, the 
sinus or the posterior pharyngeal wall. 
; sometimes metastasizes to glands early. Com- 


(epidermoid 


arises from 





(Note: 





nective tissue, and thereby delaying or preventing 
complete healing. Extreme overdosage is, of 
course, followed by necrosis, even of bone and 
cartilage. Coutard believes that the mucous mem- 
brane must receive approximately 2,500 roentgens 
(including scatter) to produce an epithelitis. It is 
usually best to produce this mucosal dose by using 
two lateral fields, their size depending on the size 
and extent of the tumor. In Coutard’s twenty-two 
cured cases of carcinoma of the larynx (28 per 
cent of seventy-seven cases treated), the total 
dosage varied from 4,900 roentgens to 7,500 roent- 
gens, and was delivered in a period of nine to 
thirty-nine days, using as a rule two fields of entry. 
This dosage is the total dosage given to all fields 
and represents roentgens measured on the skin 
with back scatter. His cured laryngeal cases re- 
ceived on average, 5,000 roentgens (air), one side 
receiving 3,000 roentgens, and the other, 2,000 
roentgens. His maximum total dose in this cured 
series was 7,500 roentgens (skin) or 6,200 roent- 
gents (air). Giving doses much larger than these 
failed to produce any cures. In passing, one may 
note that the above percentage of cures refers to 
cases treated between 1920 and 1926; since that 
time he believes that his percentage of cures has 
increased considerably. 


CARCINOMAS WHICH RESPOND 


Epitheliomas of the cords, glottis or subglottis, 
without much infiltration of the laryngeal muscles, 
can be cured in a good percentage of cases by ade- 


quate roentgen therapy or adequate surgery ; con- 
servation of the voice is, of course, better with 
radiation. Epitheliomas of the cords and glottis, 
with considerable infiltration of the laryngeal 
muscles or with chondritis, or of a highly differ- 
entiated type, are often radioresistant. Coutard 
believes that in some of these cases resection of 
the infiltrated cartilage or the infected areas, fol- 
lowed by roentgen therapy, is more apt to produce 
cure than roentgen therapy alone. Judgment is, 
of course, extremely difficult, and in the average 


Lymphoepitheliomas or squamous cell tumors arising in contact with 
lymphoid tissue may be 
laryngeal tumors. 
will reveal their true point of origin (such as the base of the tongue). 


occasionally confused with large extrinsic 
They are uSually radiosensitive and on shrinkage 


moderate lesion of the hypopharynx and larynx 
with a little infection, it is often difficult to decide 
whether to advise surgery or irradiation. Curiously 
enough, Coutard believes that unilateral adenopa- 
thy is easy to cure by adequate roentgen therapy, 
provided secondary infection is not present. 
Most of the cases in Coutard’s series that were 
cured, were cured by a single course. Only 4 per 
cent of the cured cases received a second course, 
this being given about six months after the first 
one. 
COMPLICATIONS OF RADIATION THERAPY OI 
CARCINOMA 


The complications of radiation therapy of carci- 
noma of the larynx include local edema (some- 
times necessitating tracheotomy), dysphagia and 
pain. In our small series of cases we had none in 
which the edema was sufficient to need trache- 
otomy, though it must be noted that most of our 
patients had had a preliminary tracheotomy on 
account of the large size of the tumor. Indeed, 
three of them came in on account of severe ob- 
struction to respiration. Dysphagia was present 
in about half of the cases, and pain in only one- 
quarter. Direct digestive and cardiovascular dis- 
turbances, with the small fields needed in radiation 
therapy of carcinoma of the larynx, do not occur. 
However, dehydration with its debilitating effects, 
must be constantly guarded against. No signifi- 
cant changes in the blood picture were noted. 


TECHNIQUE AFTER COUTARD 


The actual technique used in the average case 
is as follows: 


The patient is examined with the laryngologist, 
and the position and estimated extent of the lesion 
is marked with gentian violet or silver nitrate on 
the surface of the neck on each side of the larynx. 
A field at least 3 cm. wider on each margin than 
the estimated maximum size or extent of the 
tumor is used. The initial dose is usually, 200 
roentgens, although in some cases we have started 
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TasLe 3.—Summary of Roentgen Therapy Results 


Total number of cases treated... 
Clinically well (arrested?) ieSienccsseaettsee siagecceneimucaies 
Improved (but died of subsequent bronchopneu- 
monia) 
Unchanged (no extension) 
IE geciesscceen ecg bececenccanctasencess 
No improvement (died) 
Total number living............. ; 
Total number dead.......... 


of lesion for some 


with only 100 roentgens. Such a dose is given 
daily to alternate sides of the neck for a period 
of about four weeks. The factors used are 200 
KVP., 30 Ma., Thoraeus filter (0.4 mm. Sn, 0.25 
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the same cases from time to time. A long, cylin- 
drical lead cone, 9 cm. in diameter, is used to ac- 
curately center the beam over each field; pieces of 
“radiopaque” lead rubber (2 mm. thick, absorbing 
95 per cent of the primary beam) are used to out- 
line exactly the area to be treated; and a piece is 
laid against the ventral edge of the neck to prevent 
marginal overlapping of the two beams. The pa- 
tient lies on his back with one shoulder moderately 
elevated, and the projection of the beam is an 
oblique, rather than a true lateral one. A daily 
dose of from 100 to 300 roentgens is kept up, 
excluding Sundays, until the neck has received 
approximately 3,600 roentgens to the more dis- 


TABLE 4.—Summary of Results According to Extent of Lesion 








Total number in each group 


Clinically well 








Improved but later died 








Unchanged but later untraced 





No improvement and died........00...00....... 


mm. Cu, 1.0 Al) H. V. L. 1.5 cm. Cu, 50 to 60 
cm. target skin distance, fields varying from 7 to 
10 cm. in diameter. The exact size and shape of 
the field varies in every case, and also varies in 


sased side, and 2,400 roentgens to the less in- 
volved side. The total air dosage by that time is 
therefore 3,600 plus 2,400, or 6,000 roentgens. 
If one adds 25 per cent to this air figure to allow 


TABLE 5.—Summary of Carcinomas of the Larynx Treated Surgically (During the Same Period and in the Same 
Hospital as the Nine Roentgen Treated Cases Listed in Table 2) 


Site of Tumor, 
Histology and Stage 


“Infiltration beneath both cords.” Bi- 





Operation and Date 


Course and Result 
Laryngofissure and ful- | 


Returned to work. 


opsy 4-26-33. Squamous cell epitheli- 
oma. Stage IA, 

Tumor mass both laryngeal ventricles 
with fixation right arytenoid. Cervi- 
cal adenopathy. Biopsy 7-12-33. Epi- 
a. type unclassified. 


Tumor of right vocal cord. Biopsy 10- 
22-32. Epithelioma, type unclassified, 
Stage IA. 





Nodular tumor of right vocal cord, size 
of a pea. Biopsy 12-29-31. Epithelial 
hyperplasia, ? precancerous. Stage 


Extensive tumor of right cord and 
ventricle, left ventricle, etc. Biopsy 
12-14-31. 
Stage III A. 


Tumor size unrecorded. Biopsy 5-28- 


Moderate sizel tumor of larynx. 
opsy 1931. 
sified. 


Bi- 
Epithelioma, type unclas- 
? Stage II A. 





Moderate sized tumor of larynx. Bi- 
opsy 2-23-34. Epithelioma, type un- 
classified. Stage IIA. 





| Total 


Stage | 


Squamous cell epithelioma. | 


32. Epidermoid epithelioma. ? Stage 
II A. | 





guration 6-28-33. 


laryngectomy 
resection neck glands 
7-12-33. 


. ‘‘Hemilaryngectomy 


with removal of right 
vocal cord’”’ 10-22-32. 

. Total laryngectomy 4- 
22-33. 


Laryngofissure 12-29-31. 


Laryngectomy 


Laryngectomy 


Laryngectomy 


Laryngectomy : 


with | 


| ‘Suffocation 





Now untraced. 


Steadily downhill. 

Died 7-30-33. 
(Eighteen days 
erative.) 


postop- 


Recurrence again devel- 
oped. Present status 
unknown. 


Recovered, present status 
unknown. 
(? benign lesion.) 


Died 12-26-31. 

due to ob- 
struction of tracheot- 
omy opening.”’ 

Recurrence 8-28-32. 

Roentgen therapy. Died 
11-28-32. (Cachexia, 
bronchopneumonia, 
cancer larynx.) 

Recurrence July, 1932. 
toentgen therapy 1932. 
tecurrence. 

Roentgen therapy 1933. 

Died 1-21-34. (Cachexia, 
eancer larynx.) 


Steadily downhill. Died 
3-14-34. (Nine days 
postoperative. 

No P.M. allowed. 
(Clinical diagnosis: Pul- 
monary hemorrhage.) 









































































































































































































































TABLE 6.—Summary of Surgical Results 





Total number of cases operated................... oon 
Clinically well (untraced but ? arrested 
Improve d but developed recurrence....... 
No improvement (died postoperative) 

Total number living unknown, but possibl} 

Total number dead 













for back scatter, the total skin dose is approxi- 
mately 7,500 roentgens. As may be seen from 
Table 2, this is the average dose received by our 
cases. (It is quite misleading to add up the 


roentgens given to each field to express the total 
dose; when so added up in this paper, it is done 
only to permit ready comparison with existing 
literature. ) 

During the end of the third or middle of the 
fourth w veek a marked cutaneous reaction develops 
soothing skin dressings 


which necessitates oily, 


TABLE 7.—Comparison of Recent 


s 











Treatment Authority Publication 








Roentgen 





Coutard, H. Amer. Jour. 


Ther. 1932. 


Roent. 
28, 313. 
Roentgen Lenz, 


M. Jour. Amer. 


99, 1840. 


Med. 


Roentgen Schinz, H. R. 


Strahlentherapie 1933. 
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and Ra. 77 22 cases 


Assoc. 


1-7-33. 
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delivered, while some might have been cured with 
less. Time and experience will be the only answers 
to these two problems. 


RESULTS OBTAINED IN AUTHOR'S SERIES 


The actual results in our short series of cases 
are tabulated in Tables 3 and 4. There were no 
small or early lesions in the series. Of four cases 
classified as moderate lesions, nonoperated, three 
patients are living and clinically arrested, one is 
dead (bronchopneumonia with multiple pulmonary 
abscesses). One case, classified as moderate, re- 
current postoperative, is clinically well. Of three 


patients, classified as advanced recurrent post- 
operative, all are dead, one showing no improve- 
ment after therapy, two showing definite and, in 
remarkable 
classified as advanced, 
following 


the words of the attending surgeons, 
improvement. One case, 


nonoperated, is clinically unchanged 













Total 
Number 
of Cases Results 
or 28 per cent cured 
4 years and over. 





1932. 33 7 cases or 21 per cent clinically 


well 6 months to 2% years. 






40 cases or 34 per cent clinically 
well 9 months to 3 years. 


116 





Surgical Colledge, L. 
and 


Peacock, R. 








Jour. Laryngol. 
47, 161. 











* See 





Table 8. 


(pieces of gauze soaked in mineral oil or smeared 
with boric acid ointment). A high caloric liquid 
diet is given, and every effort is made to see that 
the patient takes plenty of fluids, sleeps well and 
does not catch cold. Since many of them are 
breathing through a relatively new tracheotomy 
opening, they are apt to develop a mild tracheo- 
bronchitis with catarrhal discharge. 


Whether the treatment should be pushed beyond 
the above stage depends on the individual case. 
In one case the patient received a total dose of 
6,400 roentgens (air) or 8,000 roentgens (skin). 
Judging by subsequent developments, we now 
think that some of our patients should have re- 
ceived more radiation, or radiation more rapidly 







Total Number 


Wamber Classified as Mortality 
of Cases “Operated” 26.5 per cent 
108 79 


(21 cases) 


| 





show 18 in Stage I, 8 in Stage II, 
Note (2)—Of the total 108 cases, 


5-year cures 7.4 per cent respectively. 


and Otol. 


TABLE ee of Colledge and Peacock’s Surgical Results in the Treatment of Carcinoma of the Larynx 


Recurrence 
25 per cent 


(20 cases) 


Note (1)—Judging by the description of the lesions and using a I-III Stage classification, the 
7 in Stage I or II, and 0 in Stage III. 

29 are described as refusing or being unsuited for operative treatment. 
cured or arrested percentages were based on all cases ‘“‘treated’’ the 4-year cures would be 10 per cent and the 





1932, 11 cases or 13.9 per cent cured 
4 years and over. 33 cases 
or 41 per cent clinically well 

9 months to 10 years. 


79° 











radiation, the growth having neither receded nor 
extended during the period under observation. 


COMPARISON WITH OTHER RESULTS REPORTED 


It will be of interest to compare the results 
obtained by roentgen therapy with those obtained 
by surgery, working under similar conditions, in 
the same institution and with the same general 
type of patient. These surgical cases were handled 
by skilled, experienced surgeons, and received the 
same type of nursing care as the roentgen treated 
cases. They are tabulated in Table 5 and sum- 
marized in Table 6. 


Lastly, the results of treatment in 334 cases 
recently reported by well known radiologists are 


Result 
8 cases (10 per cent) cured 5 years or more. 


11 cases (13.9 per cent) cured 4 years or more. 
33 cases clinically well 9 months to 10 years. 


“arrested’’ cases 


If the 
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tabulated (Table 7), and a carefully documented 
series of surgically-treated cases are analyzed 
(Table 8). It will be seen that the best radiologi- 
cal results are exactly twice as good as the best 
surgical results (28 per cent of four-year cures as 
compared with 13.9 per cent), while the mortality 
of the latter is considerably greater than that of 
the former. On the other hand, it must be empha- 
sized that no one realizes better than the radiolo- 
gist that cases of malignant disease thought cured 
do, in fact, sometimes recur at a later date, and 
no one will pretend that these four-year results 
are to be regarded by any means as final, or even 
as satisfactory at the present time. 


IN CONCLUSION 


In concluding, I would like to present the fol- 
lowing impressions : 

1. Many cases of carcinoma of the larynx can 
apparently be cured by adequate, carefully admin- 
istered roentgen therapy. 

2. None of the present series of nine patients 
has been observed for a period of five years or 
more, and therefore the number of clinical cures 
cannot be stated. However, it may be pointed out 
that four out of the nine patients treated are clini- 
cally well at the time of making this report. 

3. There was no mortality directly attributable 
to the roentgen therapy in this series of patients. 
No late necrosis of cartilage or bone, and no emer- 
gency tracheotomies nor pharyngeal obstructions 
developed following radiation; nevertheless, such 
complications may be expected to arise occasionally 
in a sufficiently large series of patients. : 

4. Roentgen therapy avoids destruction of the 
voice and, in our series of patients, has resulted 
in no disfigurement of the neck. 

5. The choice of therapeutic attack in cancer of 
the larynx would appear to be a joint problem for 
the radiologist and the surgeon, the indications for 
one or the other (or both) procedures varying in 
each individual case.* 

450 Sutter Street. 
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DISCUSSION 

Wim E. Costotow, M.D. (1407 South Hope 
Street, Los Angeles).—Doctor Garland has very com- 
pletely described the present-day conception of the 
irradiation treatment of carcinoma of the larynx. The 
published work of Coutard in 1931, which he men- 
tioned, has caused all radiologists to adopt this tech- 
nique or some modification of it. Previous to this, 
usually a combination of internal radium application 
and external x-ray irradiation was used. The results 
were erratic, although in some cases of not too exten- 
sive involvement with radiosensitive growths, arrests 
were obtained. In our clinic during the past two years 
we have used a technique similar to the one which 
Doctor Garland has described. Five patients have 
been given a complete treatment according to this 
technique: two are deceased; one is alive and im- 
proved, but only recently treated; one has been well 
and free from symptoms for one year, and one has 
been well and free from symptoms for one year and 
four months. Other cases have been treated, but did 
not receive a complete treatment according to the 
Coutard technique. 

One of our patients, who is apparently well, shows 
a case in which the growth was early and localized 
to one vocal cord. Another case is one in which the 
growth had become extrinsic and quite extensive. 
Patients having a growth which has involved the carti- 
lage probably will not be permanently cured by this 
method, but worthwhile palliation may be obtained. 
Attempts should not be made to excessively irradiate 
these cases, however, if the malignancy is low grade, 
because, as Coutard has pointed out, the vasculocon- 
nective tissue will be damaged, and the aid which this 
tissue affords in destroying the malignancy will be 
lost. Coutard believes that the radiosensitivity of 
cancer cells depends not only upon the youthfulness 
of the cells, but also upon the reactionary changes pro- 
duced in the surrounding vasculoconnective tissue. In 
high-grade, or anaplastic malignancy, the direct action 
of the rays on the youthful cells may be sufficient 
to destroy these cells; but in a low-grade or differ- 
entiated malignancy the reaction from the vasculo- 
connective tissue is the most important factor. Hence, 
these cases must be carefully examined daily, the 
laryngeal growth and irradiation reaction carefully 
studied. It is important, especially in the reactionary 
period, to avoid excessive reaction. This may be ac- 
complished by using weaker daily dosage intensity and 
increased duration of treatment time. 

Coutard lately, in the more radioresistant growths, 
has increased the duration of treatment from thirty to 
90 days, with a daily dosage of 175 r to 250 r, given 
in two seances, and has been able to produce dis- 
appearance of tumors which had been considered 
radioresistant. 

The irradiation treatment of cancer of the larynx, 
as of cancer in other parts of the body, should be 
individualized, the type and degree of malignancy of 
the tumor accurately determined and appreciated, the 
extent of the disease defined, and the general con- 
dition of the patient evaluated before the treatment is 
planned and carried out. As has been pointed out 
by Coutard, a small margin exists sometimes between 
the dose which will determine a cure and the dose 
which will provoke an injury. 

Doctor Garland’s cases, together with the ones re- 
ported in the literature, and the increasing experience 
with this type of irradiation by many therapists, show 
that definite arrests may be obtained in carcinoma of 
the larynx; and equally important that a great amount 
of palliation may be obtained by proper irradiation. 
The results will be proportionate to the accuracy with 
which the patients and their growths are studied, to 
the accuracy with which the irradiation dosage is 
measured and applied, and to the clinical judgment 
and experience of the physician in charge. 


% 


Harotp A. Fietcuer, M.D. (490 Post Street, San 
Francisco).—In general it is my opinion that the 
operator in the surgical treatment of cancer of the 
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larynx tends to err on the side of conservatism, par- 
ticularly in the early stages of the malignancy. The 
reason for this is, of course, the desire to preserve 
function of the voice. Another mistake often made 
is in attempting to attack a malignancy of a vocal 
cord intralaryngeally rather than through a laryngeal 
fissure, which I believe should be the method of ap- 
proach in all but very exceptional cases. 

Hemilaryngectomies or total laryngectomies can 
sometimes be made with the confidence that a cure 
will be brought about, provided the proper diagnostic 
study of the condition has been made previously. Both 
of these operations have saved many lives and re- 
sulted in permanent cures, but the percentage of recur- 
rences is high, and the complications due to a perma- 
nent tracheotomy opening are frequent, and often 
disastrous and disabling. The difficulty of knowing 
whether the operation has been wide of the pathology 
is well known. 

It is my belief that in most cases where any wide 
involvement is found, roentgen therapy should be 
used both before and after operation, or at least after- 
ward. 

The recent advances in the treatment of these con- 
ditions, with both x-ray and radium, are surely point- 
ing to’an increase in the percentage of cures. Radiolo- 
gists deserve a great deal of credit for the promotion 
of this work. The laryngologists and the general sur- 
geon will be only too thankful if the radiologist can 
take the carcinoma of the larynx case out of his hands 
and cure it with roentgen therapy. I do not believe 
that this day has yet arrived, but it may come in the 
near future. At present, I feel that we must stay with 
the careful study of the individual case, early diagnosis 


and the combined intelligent use of both surgery and 
roentgenology. 
% 


Rosert S. Stone, M. D. (University of California 
Hospital, San Francisco).—Malignant tumors of the 
larynx have been cured so infrequently by the methods 
of treatment formerly employed that Doctor Garland 
is to be thanked for calling our attention to a method 
which, in competent hands, has given about double 
the percentage of cured cases. He has covered the 
subject very thoroughly in his paper, but there are two 
points which I would like to emphasize. 

The method of treatment with protracted roentgen 
therapy depends for its efficacy on treating until the 
extreme limit of tolerance of normal tissue is reached. 
The cancer cells are killed by a dose of x-ray which 
is just slightly less than that required to kill normal 
tissue cells. The normal cells recover from a dose 
slightly more rapidly than the malignant cells. The 
repeated small doses hit cancer cells not quite so well 
recovered from previous doses as the normal cells. 
This means that a slight overdose could easily kill the 
normal cells and result in serious permanent damage. 
Therefore, this method of treatment must be tried 
only by those who have their roentgen apparatus thor- 
oughly calibrated, and who understand the methods 
of procedure quite as well as the best surgeons under- 
stand theirs. 

In the second place, I wish to emphasize the fact 
that the reactions are very severe. Most practitioners 
have never seen x-ray reactions such as these, and 
their first inclination is to exclaim, in the patient’s 
presence, that he has received a severe “burn.” The 
skin does appear much like that in the so-called x-ray 
burn, but it recovers very rapidly and has few or none 
of the late sequelae. If a patient of yours has to be 
treated in this way, please be guarded in the remarks 
you make in his presence about the reaction. 

In closing, I wish to say that while the reactions 
are severe and the danger of complications is real, 
they are not comparable with the mortality rate in the 
best surgeons’ hands or the handicap of being without 


a larynx. In the proper cases it is certainly the method 
of choice. 
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BACILLARY DYSENTERY* 


By W. H. Ke tose, M. D. 
Berkeley 


HE diagnosis of dysentery depends on finding 

the etiologic factor. Some cases are clinically 
a simple diarrhea; but if their cause is one of 
the specific microbial agents, they are dysentery. 
Others present the complete syndrome of frequent 
loose or watery discharges with blood and mucus, 
tenesmus, fever, and prostration. The frequent 
occurrence of the mild type, with a low case 
fatality rate, renders its recognition and control 
difficult. The essential thing in establishing the 
diagnosis is the identification of the infectious 
agent which may be either bacterial or protozoan. 
Doubtless there are living agents as yet unknown; 
most certainly in the bacillary group, less certainly 
among the protozoan, and, it might be suggested, 
among the filterable viruses. True cases of proved 
specific infections may have symptoms so mild 
and transitory as to be indistinguishable from in- 
testinal disturbance of apparently simple irritative 
origin. Even the supposedly classical phenomena 
of blood and mucus in the stools are not pathog- 
nomonic, and their absence does not rule out 
dysentery. 

Dysentery is one of the annoying problems of 
the epidemiologist, who frequently must conclude 
his report with the statement that the source of the 
outbreak remains undetermined. In large part the 
sterile results are due to the evanescent nature 
of the illness, the trail being cold when attention 
is directed to the occurrence of an epidemic. 


CLASSIFICATION OF ACUTE DYSENTERY 


Leaving out of consideration amebic dysentery, 
which is not included in the scope of the present 
discussion, acute dysentery may be roughly classi- 
fied as to cause into known bacillary types under 
which we can group, on one side, those caused 
by the Shiga bacillus, and on the other, those 
caused by members of the group of mannite fer- 
menters, probably best spoken of as the Flexner 
group. Members of this group have been isolated 
and named from time to time, familiar names 
for individual strains being Flexner, Hiss-Russell, 
Strong, and the alphabetical group, V, W, X, Y, 
and Z, of the English authors, Andrews and 
Inman. To these must be added the Sonne bacil- 
lus, the Schmitz bacillus, possibly Alkalescens and 
Morgan’s bacillus, and a new strain of the Flexner 
group recently isolated and studied by ourselves. 
Besides these bacteriologically identifiable cases, 
there are others occurring in outbreaks having the 
appearance of epidemics, the etiology of which 
is obscure and their inclusion as dysenteries of 
doubtful propriety. These acute diarrheas of un- 
known origin occur sometimes in quite extensive 
outbreaks, the individual cases being of short 
duration, but the outbreak extending over a period 
of days, even weeks, for a given locality. 

San Francisco Bay Region Experience —In the 
San Francisco Bay region last summer, hundreds 
of such cases occurred, the only thing in common 


*From the Bureau of Laboratories of the California State 
Board of Health, 
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being residence in a particular city, the same 
water supply, and, of course, the same meteoro- 
logical conditions. The water supply did not come 
under suspicion ; it is the same for several East 
Bay cities and comes from the Mokelumne River, 
is stored in large reservoir lakes, is subjected to 
sedimentation, storage, and chemical treatment, 
and is the same the year round. Bacteriological 
examination of some of the cases was absolutely 
negative. Again, certain communities fn the foot- 
hills and in the Sierra Nevada Mountains expect 
to have an epidemic of diarrheal disease every 
summer, and yet their water supplies are not sub- 
ject to pollution. A prevailing theory in these 
places is that the trouble is due to the pine or 
tamarack pollen which is plainly evident in the 
storage reservoirs. 


ass of un- 
defined dysentery-like disturbance is that follow- 
ing the sudden pollution of a good water supply 
with raw sewage. In Santa Ana, some years ago, 
there occurred a spectacular outbreak of this sort 
consequent upon the backing up of sewage during 
a heavy rainstorm through a long- forgotten drain 
into the sump of one of the city’s wells. There 
occurred immediately several thousand cases of 
diarrhea, and apparently clinical dysentery with 
nausea and vomiting. Although several hundred 


typhoid cases occurred after the usual incubation 
period, the primary gastro-intestinal disturbance 
was short-lived. 

In October, 1930, a similar outbreak of acute 
gastro-intestinal symptoms without any prodromal 
period occurred in Charleston, West Virginia. In 


a population of sixty thousand, approximately 
eight or nine thousand persons were affected, but 
there were no deaths. This outbreak differed from 
the Santa Ana occurrence in that no following 
cases of typhoid occurred, and the water supply, 
a treated one, was known to be bacteriologically 
satisfactory. The raw water, however, was shock- 
ingly polluted because of the low-water conditions 
with an undiminished increment of sewage and 
industrial wastes. After treatment, the water still 
had a bad odor and taste, which were removed 
only by boiling. The toxic effect of the water also 
was removed in the same way. If the effect of 
boiling was not merely a chemophysical destruc- 
tion of some non-living substance, one would be 
forced to the conclusion that some virus was pres- 
ent, not recognizable by bacteriological methods 
and not susceptible to chlorination. The succes- 
sive development of similar outbreaks in other 
cities farther downstream confirms the water- 
borne origin of the illness. Epidemiologists have 
come to look with suspicion on a sudden epidemic 
with dysenteric symptoms involving large num- 
bers of persons as indicating a sudden heavy pol- 
lution of the water supply with sewage, and an 
epidemic of typhoid and bacillary dysentery is 
confidently expected as the incubation periods 


expire, 
BACTERIAL CAUSES OF KNOWN INFECTIOUS 
DYSENTERIES 


To return again to the known infectious dysen- 
teries and their bacterial causes. The earlier 
grouping by Hiss (1904) of the known strains 
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of dysentery bacilli into four groups—Shiga, 
Flexner, Strong, and Y—served for several years ; 
but increasing evidence of the propriety of relat- 
ing all the mannite fermenters, which means all 
except Shiga, has resulted in their classification 
in England into one group, called the Flexner 
group. This is in recognition of Flexner’s pioneer 
work in the Philippines in identifying bacillary 
dysentery not caused by the Shiga ‘bacillus. The 
recent fourth edition of Bergey classifies all the 
dysenteries under Shigella after Castellani and 
Chalmers. Under Shigella are placed a number 
of individual strains and groups, the Shiga bacil- 
lus being called Shigella Dysenteriae, and all 
mannite-fermenting, well-known dysentery bacilli 
being grouped together under the name of Shi- 
gella Paradysenteriae. Bergey gives four definite 
strains under this group, namely, Hiss-Russell or 
Y, Flexner, Strong, and Sonne. The designation, 
pseudo-dysentery, was applied by Kruse when he 
found other types than the Shiga bacillus associ- 
ated with asylum dysentery. This classification 
has not met with favor in England where, follow- 
ing Andrews and Inman, who are the most recent 
intensive investigators of the problem, all the man- 
nite fermenters are grouped together as Flexner 
strains. As a corisequence of the tremendous 
amount of dysentery in the armies of the World 
War and the bringing together of types from all 
over the world, work in this field by Andrews 
and Inman resulted in a study and comparison of 
strains isolated with the classical strains of vari- 
ous origins. There has very naturally been con- 
siderable confusion in identity as between cultures 
called Flexner in different laboratories, and those 
called Strong and Y; and Andrews and Inman 
found that cultures bearing similar names were 
not identical in different laboratories. The entire 
group is closely related and of complex antigenic 
structure, resulting in cross agglutination re- 
actions to a confusing extent and often necessi- 
tating absorption studies to unravel the tangle. 
Added to this difficulty is the multiplicity of inter- 
mediate types, the biological characters not being 
fixed and immutable. The sugar reactions, aside 
from the basic ones of the lactose and mannite 
reactions, are not dependable, and the serological 
tests are the only practical means of differentiat- 
ing. Andrews and Inman found, in the course of 
their investigations, that their V strain was identi- 
cal with the Flexner of the Lister Institute and 
the Oxford strain of Lentz. Their W was the 
same as the Mount Desert Y of the Rockefeller 
Institute and the Strong of the American Museum 
of Natural History. Their Y was the same as 
the Y of Russell at Washington, and, also, the 
Y of Lentz in Berlin. Their X and Z strains 
did not correspond to any others. The use of the 
last five letters of the alphabet to denote different 
antigenic strains of the Flexner group was by 
decision of a committee of bacteriologists ap- 
pointed by the War Office committee on dysen- 
tery, and the letters really apply to predominating 
antigenic components. 


Outbreaks of Dysentery in California in 1933. — 
Last summer there was an unusual number of 
small outbreaks of dysentery throughout the state 
of California, and we received reports from local 
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laboratories of cultures isolated that were cultur- 
ally Flexner dysentery, but inagglutinable with 
diagnostic serum. At the Los Angeles County 
General Hospital in particular was this experi- 
enced, and a number of the cases resulted fatally. 
Doctor Kessel very kindly sent me a number of 
these strains, and others were obtained from 
Pasadena, Long Beach, and Santa Ana. In our 
own laboratory the same thing occurred with 
specimens sent in from San Mateo, Vallejo, and 
Yreka. These strains, twenty-one in number, were 
studied as to their reactions in glucose, lactose, 
saccharose, maltose, mannite, xylose, inulin, raf- 
finose, levulose, dulcite, galactose, arabinose, sali- 
cin, rhamose, and glycerin, and the indol, methyl 
red and Voges-Proskaur reactions. As a result 
they fell apparently into seven groups. One rep- 
resented by three cultures not fermenting mannite 
was agglutinated by Shiga serum, while the others 
were not agglutinated by any serum. Immune sera 
were then prepared from each group, and by cross 
agglutination it was found that all the cultures, 

except the three Shigas and one other, were one 
and the same, being agglutinated to full titer by 
sera produced from other cultures of the col- 
lection. The preliminary grouping by sugar re- 
actions was on a basis of differences other than 
in lactose, mannite, and saccharose, thus showing 
the uncertainty of sugar reactions in this group 
of organisms. Serum made with the new strain 
having a titer of 2,560 for itself does not aggluti- 
nate the American Flexner at all, the English 
strains, X, Y, and Z, up to 1-40, and the English 
strains V and W to a titer in some instances as 
high as 320. The organism is not agglutinated by 


American Flexner serum, only slightly by H-Y 


serum, not at all by the English W and Z sera, 
and to only 320 by V, X and Y. Apparently, on 
this coast at least, we must reckon with one more 
strain of the Flexner group (shall we call it a U ?) 
which, added to the five antigenic types of An- 
drews, the Shiga, Schmitz, Sonne, and probably 
also Alkalescens, make a total of nine true dysen- 
tery bacilli to engage the attention of the diag- 
nostic laboratories. 

California Statistics of Years 1931 and 1932.— 
The reported cases of amebic dysentery in Cali- 
fornia for the year 1932 showed an increase of 
5 per cent over the year 1931, whereas the bacil- 
lary cases showed an increase for the same period 
of 57 per cent. In 1933 the amebic cases were 
60 per cent over 1932, all the increase coming in 
the last quarter when the news from Chicago was 
out. The increase for bacillary dysentery was 
during the same year only 6% per cent. So far 
in 1934 amebic dysentery has continued to jump, 
the increase being at a rate for the year of 109 
per cent, whereas bacillary dysentery 
actual decrease of 33 per cent. 

The indications are that interest in amebic 
dysentery is resulting in undue emphasis on this 
form in diagnostic laboratories. There is also 
reason to believe that some reports of amebic 
dysentery emanate from laboratories whose tech- 
nicians are not properly grounded in the proto- 


zoology of the intestinal tract. 
Bureau of 


shows an 


State Laboratories, Berkeley. 
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ECTOPIC PREGNANCY— ITS RECOGNITION 
AND TREATMENT* 


By J. Morris Stemons, M. D. 
Los Angeles 


Discussion by George Wayland Coon, ws D., River- 
side; Lyle G. McNeile, M.D., Los Angeles; L. J. Tiber, 
M.D., Los Angeles. 


URING a residence of thirteen years in Los 
Angeles my records include seven instances of 
tubal pregnancy—a case every two years—repre- 
senting an incidence of approximately one ectopic 
among three hundred pregnancies. On the basis 
of this experience alone, I should hardly be en- 
titled to a hearing. But the number of cases in 
which a positive diagnosis is made correctly does 
not tell the whole story. Incorrect diagnoses are 
significant, and likewise pertinent are the more 
frequent cases of early uterine pregnancy in which 
the question of ectopic comes fairly into consider- 
ation, while the diagnosis is held in abeyance until 
a suitable interval of time has made the situation 
clear. Since women have become more and more 
inclined to adopt the sound principle of consulting 
a physician as soon as they suspect they are preg- 
nant, obstetricians often have good reason to de- 
bate the question as to whether pregnancy exists; 
and, if so, where is it located—in the uterus or 

elsewhere ? 

REPORT OF CASES 


Several of the cases in my short series, it hap- 
pens, have presented features of general interest. 
One of them, for example, illustrates the well- 
recognized possibility of repeated ectopics. This 
individual was under my observation in four suc- 
cessive pregnancies: the first was normal in all 
respects; the second, a pregnancy in the right 
tube; the third, normal; and the fourth a preg- 
nancy in the remaining left tube. 


Another patient presented the much less fre- 
quent complication designated “combined preg- 
nancy,” co-existent pregnancies in the uterus and 
the tube. In this instance the treatment primarily 
was for abortion; the laboratory reported chori- 
onic villi in the uterine curettings. After a week 
of smooth convalescence, the patient left the hos- 
pital. Three days later I was summoned hurriedly 
to her home and found her in collapse with the 
classical symptoms of intraperitoneal hemorrhag« 
At operation a ruptured tubal pregnancy was re- 
moved. It is not without interest that this patient 
has also had normal pregnancies, one before and 
another after the experience just related. 

A third, more recent case, deserves mention 
because accurate differentiation between pelvic in- 
flammatory disease and ectopic gestation could 
have been made only with the assistance of the 
hormonal urine test, which proved to be positive. 
The application of this test will greatly improve 
the statistics which show that formerly, when 
laparotomy was performed for a supposed un- 
ruptured tubal pregnancy, a tumor of some other 
origin was found in about half the cases. 


*Read before the Obstetrics and Gynecology Section 
of the California Medical Association at the sixty-third 
annual session, Riverside, April 30 to May 3, 1934. 
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It is well to recall that an accurate hormonal 
urine test is not always associated with tubal preg- 
nancy. The test continues to be positive as long 
as living placental tissue remains. On the other 
hand, it becomes negative whenever hemorrhage 
separates the placenta from its attachment, and 
thus deprives the chorionic cells of nourishment. 
In these circumstances, as you know, the lumen 
of the tube becomes filled with intermingled blood- 
clots and masses of disintegrating placenta. Active 
bleeding ceases, distention of the tube is succeeded 
by an involutionary process, and nature attempts 
to work a cure. As the acute phase of the malady 
has passed, there is slight, if any, risk in the de- 
lay of surgical interference; and consequently the 
occasional unreliability of the test offers no serious 
handicap to treatment. 


The fourth case selected for comment was sub- 
jected to what may be called an emergency oper- 
ation for a reason not altogether orthodox. A 
tourist from the East, after skipping a menstrual 
period, began to have pain in the left lower ab- 
dominal quadrant and uterine bleeding. On ex- 
amination, the uterus was found slightly enlarged 
and softened; the left tube, definitely palpable, 
was two to three times normal size. We were 
entirely dependent upon clinical findings, for at 
that time the hormonal urine test had not been 
devised, and an unimpeachable diagnosis could not 
be made. Operation was recommended ; otherwise, 
the individual would have begun immediately a 
transcontinental railroad journey. An unruptured 
tubal pregnancy was found. 


HORMONAL URINE TEST 


At present, the hormonal urine test establishes 
the diagnosis of pregnancy efficiently, but does 
not; of course, indicate its location. With regard 
to that important detail not infrequently confusion 
still arises. Thus, in the presence of an early 
uterine pregnancy, doubt may be cast upon that 
diagnosis if at one side of the uterus a mass be 
felt suggestive of an ectopic, though actually due 
to a cystic ovary, an inflamed tube, an interliga- 
mentary cyst or myoma. Again, lateral flexion of 
the uterus may prove misleading, especially when 
the ovum is implanted near one cornu and the 
incidental congestion produces a longitudinal zone 
of softening so that the body of the uterus gives 
the examining fingers the sensation of two sepa- 
rate and distinct structures, just as happens with 
Hegar’s sign. In these circumstances it is wise 
to defer the diagnosis until developmental changes 
have clarified the interpretation of what is felt. 
This recommendation is based upon personal ex- 
perience, and will have the support of others who, 
upon opening an abdomen, have found a pregnant 
uterus where they expected a pregnant tube. To 
drive home this point, may I cite another case ? 


LATERAL FLEXION OF UTERUS: PREGN 
NEAR CORNU 


VANCY 


A patient, who had missed two periods, noticed 
slight spotting from time to time, and suffered 
pain in the lower abdomen. The pelvic examina- 
tion could be variously interpreted : the uterus was 
enlarged and a small mass was palpable to the 
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right; it seemed to be separate from the uterus. 
As she had consulted Dr. Phil Boller, approxi- 
mately one year previously, on account of some 
pelvic ailment, I asked her to see him again and 
secure the benefit of contrasting the earlier with 
the present findings. Doctor Boller agreed with 
me in the diagnosis of ectopic pregnancy ; but the 
operation proved we were incorrect. The preg- 
nancy was in the uterus, and went safely to term. 
Experiences of this kind, you will agree, supply 
the best of reasons for urging delay when doubt 
arises as to whether a pregnancy is in the uterus 
or elsewhere. 

My conservative attitude may hardly be mis- 
understood. It certainly does not apply to tubal 
rupture and tubal abortion with intraperitoneal 
hemorrhage. There prompt operation becomes im- 
perative, an urgent life-saving measure. On the 
other hand, if rupture has not occurred and the 
diagnosis is uncertain, time should be taken to 
secure the information afforded by the hormonal 
urine test. 

PROCEDURE IN OBSCURE CASES 


More especially, would I emphasize the desira- 
bility of avoiding the mistake of operating for a 
supposed ectopic when the pregnancy is actually 
within the uterus. This requires patience. Diag- 
nosis should be deferred for a period sufficient 
to determine whether the uterus will enlarge as 
customary with normal pregnancy. Meanwhile, 
of course, the case must be regarded as a potential 
emergency. The patient will be advised to restrict 
her activity; if expedient, even to remain in bed. 
She will be visited once a week; supervision will 
include both the prompt report of symptoms she 
may observe, and the anatomical changes revealed 
by repeated pelvic examinations. This plan may 
be adopted safely whenever the patient lives where 
an ambulance service may reach her promptly. If 
not, she should go to a hospital and remain under 
observation until the facts gathered make certain 
that it is safe for her to leave. 

In my own practice, thus far, it has proved 
satisfactory for such patients to remain at home. 
Nine times out of ten the pregnancy ultimately 
proves to be in the uterus. Only once have I seen 
tubal rupture occur before an accurate diagnosis 
could be made. In this instance, the patient was 
sent to the hospital immediately and the needful 
operation performed without handicap. Satisfac- 
tory results will depend chiefly upon conscientious 
observation, which is obviously more welcome to 
patient and physician alike than unnecessary ex- 
ploration of the abdomen. The unpleasant con- 
sequences of mistaking a normal pregnancy for 
something else are not quickly forgotten by any- 
one concerned with the incident. 


SUMMARY 


As soon as it is recognized, the treatment of 
ectopic pregnancy should be surgical : 

1. Tubal rupture and abortion with intraperi- 
toneal hemorrhage urgently require immediate 
operation. 

In doubtful cases of unruptured tubal preg- 
nancy the urine hormonal test has greatly im- 
proved accuracy of diagnosis. 
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3. Where pregnancy is known to exist, but its 
location, in the uterus or elsewhere, is uncertain, 
the most satisfactory results are obtained by pa- 
tiently awaiting the developmental changes which 
eventually clarify the situation. 

819 Pacific Mutual Building. 


DISCUSSION 


Georce WayLanp Coon, M. D. (3770 Twelfth Street, 
Riverside).—In the discussion of this paper on ectopic 
pregnancy by Doctor Slemons, I will attempt to briefly 
present a very interesting case of abdominal preg- 
nancy we operated about two months ago. The 
mother and baby are both alive. The mother left the 
hospital this week and is about the house, and the 
baby is apparently normal and now weighs eleven 
pounds. This pregnancy had its onset during a rather 
subacute salpingitis, there being a profuse leukorrhea, 
some fever, and bilateral pelvic tenderness. She gave 
a history of some pain at about the third or fourth 
week, when she probably had a tubal rupture, but 
there was apparently very little bleeding. I saw her 
first about a month later when she came to me for 
obstetrical care. She was having considerable leukor- 
rhea, not bloody, and some general lower abdominal 
cramps and tenderness. 

From the third to the sixth month she felt well and 
progressed nearly as any pregnancy; then the move- 
ments of the baby began to be very painful, and she 
had great trouble with gas and constipation. Roent- 
gen rays, taken at about six and one-half months, 
made the diagnosis of an abdominal pregnancy much 
more certain. She was then watched very closely, and 
was operated at eight months. A normal 7!4-pound 
baby was found free in the abdominal cavity, with no 
evidence of hemorrhage or of an amniotic sac. Pla- 
centa was attached to the cecum and sigmoid, and to 
several loops of small bowel, also to posterior peri- 
toneum, bladder, and lower anterior abdominal wall. 
About two-thirds of the placenta was removed. There 
was considerable difficulty in controlling bleeding. 
One blood transfusion was given previous to the oper- 
ation, and three more the following week. 

% 


e 


Lyte G. McNete, M.D. (523 West Sixth Street, Los 
Angeles).—Doctor Slemons has discussed a puzzling 
case in which operation demonstrated that a mistake 
in diagnosis had been made, and that instead of an 
ectopic pregnancy there was an intra-uterine preg- 
nancy; and I agree with all of his conclusions. The 
results of ruptured tubal pregnancy are so disastrous, 
except when immediate operation is undertaken, that 
I feel that the best interests of the suspect patient are 
best conserved by opening the abdomen, even though 
in an occasional case operation reveals that an in- 
correct diagnosis has been made. In our experience 
at the Los Angeles County General Hospital, we find 
that the greatest mistake in diagnosis is made in con- 
fusing a threatened or incomplete abortion with an 
extra-uterine pregnancy. Regardless of how sure the 
clinician is of his diagnosis, it is advisable in every 
case of either abortion or extra-uterine pregnancy to 
carefully consider the differential diagnosis between 
the two conditions. At the County Hospital we have 
for many years performed autotransfusion on cases 
of extra-uterine pregnancy having free blood in the 
abdomen at the time of operation. This is a simple 
procedure, does not require any blood grouping or 
any other laboratory work, and the results have been 
so extremely satisfactory that I feel free to recom- 
mend the procedure without reservation. 


2 
o 


L. J. Ter, M.D. (3875 Wilshire Boulevard, Los 
Angeles).—Since the treatment of ectopic pregnancy 
is so well established, one can hardly disagree with the 
author regarding the advisability of immediate oper- 
ation after the diagnosis has been established. How- 
ever, a new phase in the treatment of ruptured ectopic 
gestation deserves mention. Autohemofusion is per- 


Vol. 41, No. 5 


haps one of the most important additions to our arma- 
mentarium. With a patient in shock, time is an impor- 
tant factor, and the procedure of using a patient’s own 
blood for transfusion is of considerable value because 
it saves time: there is no necessity for obtaining and 
typing donors, the expense is greatly decreased, and 
it can be done by anyone and at any place. 

Since my report in this JourNaL of over one hun- 
dred autohemofusions in ruptured ectopic gestation, 
there have been over fifty more without a fatality 
nor any demonstrable morbidity. May I, therefore, 
urge the profession to acquaint themselves with this 
procedure, and thereby become better able to combat 
shock and hemorrhage in ruptured tubal pregnancy? 


» 


Doctor Stemons (Closing).—I should like to con- 
gratulate Doctor Coon on the excellent result in the 
case he reported. Out of modesty, no doubt, he failed 
to include in his remarks some of the details he related 
to me in private conversation. His contribution has 
added materially to the full discussion of my essay. 
I am grateful to him and to all who have taken part. 


CHRONIC ARTHRITIS—ITS TREATMENT* 


By Russet, L. Ceci, M. D. 
New York City 


IT 


SHOULD now like to describe the methods 
of treatment which the writer has found most 
satisfactory in his own practice. 


AUTHOR'S PROCEDURE 


Rehabilitation —The writer’s method of treat- 
ing rheumatoid arthritis can be summed up in 
one word “rehabilitation”; that is, a general 
building-up of the whole human machine to a 
point where the patient is able to throw off the 
infection. This process of rehabilitation should 
begin with rest, either at home or in a sanitarium. 
There are very few sanitariums that exist solely 
for arthritics. The patient who wishes sanitarium 
treatment must usually go, therefore, to some 
general sanitarium. I often put the arthritic 
patient in a local hospital for intensive study and 
treatment, and then after four to six weeks of 
observation, send him away to rest in the country 
or to some first-class sanitarium. Patients with 
mild infections will usually refuse to give up their 
daily work and routine, and such patients must 
take their rest at home. They are advised to spend 
two or three hours in bed every day, in addition 
to long hours of sleep at night. The rest must be 
not only physical, but mental and emotional. Pre- 
ferably, the mother should be away from her 
housekeeping and children, and the father should 
be absent from his business. In order to get the 
full benefit of the rest cure, it should be kept up 
for three to six months. 


Focal Infections.—I believe that focal infec- 
tion is fundamental in the etiology of rheumatoid 
arthritis, and I therefore believe that the removal! 
of focal infection is the keystone to permanent 
relief of symptoms. Rest alone will often restore 
the arthritic patient to a complete freedom from 


* Guest-speaker paper, read before the General Medical 
Section of the California Medical Association at the sixty- 
third annual session, Riverside, April 30 to May 3, 1934. 
Part I was printed in October issue, page 217. 
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symptoms, but unless the primary focus has been 
removed, a recurrence of the disease is very apt 
to take place within a year or two. 

| have several other convictions about focal 
infections. I believe that the tonsil is the most 
frequent portal of entry for bacteria; infected 
sinuses come second; infected teeth are probably 
third in importance. I believe that time is a 
tremendously important factor in the removal of 
foci; in other words, unless the focus is removed 
early in the course of the disease, the benefits 
obtained from such removal are not striking. 


A great deal of success in the treatment of 
focal infection depends on who removes the focus. 
A tonsillectomy performed by a clumsy operator 
is more apt to bring on an exacerbation of joint 
symptoms than it is to cure the patient. I believe 
that it is better treatment to remove the focus and 
then build up the patient, than it is to build up 
the patient and then remove the focus. 


Climate-——The rheumatoid patient undoubtedly 
feels better in a dry, hot climate. We physicians 
who practice along the Atlantic coast send a good 
many patients to Southern California, Arizona 
and New Mexico. Florida and the West Indies 
are sometimes helpful, but the atmosphere lacks 
the dry quality of the southwest. But here again 
results depend on when the patient seeks the 
remedy. Patients with advanced cases of rheuma- 
toid arthritis are often greatly disappointed over 
the results they obtain from a change of climate. 
The joints have been so severely damaged that 
recuperation is impossible. 

Diet —I think that there is some value in a low 
carbohydrate diet for rheumatoid as well as osteo- 
arthritis, though I do not insist on it in patients 
who are below weight. It is excellent therapy, of 
course, for the overweight patient. In patients 
who are underweight, the physician can substitute 
fat in the form of cream, butter, etc., for the 
usual carbohydrate quota. 


l’itamins.—I have already spoken of the use of 
vitamins in the treatment of rheumatoid arthritis, 
and have indicated my belief in their value as a 


form of therapy. In my own practice I make use 
of some of the well known combinations of 
haliver oil or cod-liver oil with viosterol, and 
supplement these with tomato juice and orange 
juice, and some one of the wheat germ products, 
such as embo or bemax. 

Elimination—The bowels, of course, should be 
kept well open. Elimination through the bowels, 
bladder and skin is a fundamental tenet in our 
therapy. As I have already indicated, Snyder is 
a great advocate of colonic irrigations. Fletcher, 
though he believes strongly in the importance of 
the colon in the etiology of rheumatoid arthritis, 
is opposed to colonic irrigations. The correct 
answer must be somewhere between these two 
extremes. In other words, the bowels should be 
kept open, but preferably by natural methods. 


Secondary Anemia.—The rheumatoid patient 
tends to develop a secondary anemia. Sometimes 
this becomes quite severe. In advanced cases 
transfusions are indicated, but ordinarily some 
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of the iron mixtures, such as ferric ammonium 
citrate or reduced iron, serve the purpose per- 
fectly well. 

Massage —There is some debate among physi- 
cians as to whether massage is indicated in the 
treatment of arthritis. My own rule is to avoid 
massage until the active stage of the disease is 
passed; in other words, I never massage a hot 
tender joint. I feel somewhat the same way 
about exercises. Passive movements, of course, 
can be sparingly used in order to prevent anky- 
losis, but active exercises should be deferred until 
the acute stage of the inflammation is past. 

Physiotherapy.—Other forms of physiotherapy 
are sometimes helpful, especially the ultraviolet 
light, though I would greatly prefer natural sun- 
light. Diathermy and the infra-red light may be 
useful where symptoms are localized chiefly in 
one joint. I have already spoken of the use of 
diathermy in the production of hyperthermia or 
artificial fever. The exact value of this method 
of treatment has yet to be determined. 

Hot Baths.—I1 do not believe many of us realize 
how easily a temperature of 103 to 104 degrees 
Fahrenheit can be achieved by the simple expe- 
dient of a hot bath. If a patient, for example, is 
put into a tub of hot water at a temperature of 
106 degrees Fahrenheit for twenty minutes, he 
will develop several degrees of fever. This, no 
doubt, explains in part the beneficial effect of hot 
baths for all kinds of rheumatic conditions. 

Streptococcus Vaccine.—Streptococcus vaccine 
has become quite popular during the past few 
years in the treatment of rheumatoid arthritis, 
largely because so much evidence has accumulated 
that this disease is caused by some form of strep- 
tococcus. There is no time here to go into details 
of the modern bacteriological work along this 
line; but as evidence has accumulated that rheu- 
matoid arthritis is a streptococcus infection, phy- 
sicians have turned once more toward vaccine 
therapy in the hope that new methods of prepara- 
tion and administration might lead to tangible 
results. This hope has been in part realized. 
Streptococcus vaccine is administered either 
subcutaneously or intravenously. The writer's 
methods of administering streptococcus vaccine 
are as follows: 

Subcutaneous Method. The streptococcus 
hemolyticus vaccine contains one billion strepto- 
cocci to each cubic centimeter of vaccine. The 
first dose is 0.05 cc. Each succeeding dose is in- 
creased by 0.05 cc., but never exceeds 1 cc. If 
the patient has a severe local or mild general 
reaction with definite increase of joint pain fol- 
lowing the injection, the previous dose of vaccine 
is repeated, or the amount reduced. 

Intravenous Method.—The streptococcus vac- 
cine is made up in various dilutions. Dilution 
No. 1 contains one million streptococci to 1 ce. 
of vaccine. Dilution No. 2 contains ten million 
streptococci to 1 cc. of vaccine. Dilution No. 3 
contains 100 million streptococci to 1 cc. of vac- 
cine. The first dose is 0.05 cc. of vaccine of 
dilution No. 1, intravenously. Each succeeding 
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dose is increased by 0.05 cc. When a dosage of 
1 cc. has been reached, treatment with dilution 
No. 2 is started with 0.1 cc., increasing the 
dosage as before. 


In both the intravenous and subcutaneous 
methods the interval between doses should be 
four to five days. 

A large part of success in vaccine therapy 
depends on the persistence with which it is prose- 
cuted. As a rule, very little benefit can be ex- 
pected during the first two or three months of 
treatment. The injections should therefore be 
continued for at least three to four months. If 
improvement occurs, the treatment is continued. 
If no improvement occurs, streptococcus vaccina- 
tion is either discontinued entirely or some new 
form of vaccine therapy is substituted. 


Typhoid Vaccines—In patients who are run- 
ning a fever and who have actively inflamed 
joints, a series of foreign protein reactions with 
typhoid vaccine sometimes works wonderfully 
well. In our clinic we start with 50 to 100 million 
typhoid bacilli intravenously, and repeat the in- 
jection every two to three days until the patient 
has had six to eight reactions. If some care is 
taken in the selection of patients for this form of 
therapy, no untoward results will be encountered. 
The obvious counterindications are old age, weak 
heart and a history of pulmonary tuberculosis. 


Orthopedic Measures—So far I have said 
nothing about orthopedic measures in the treat- 
ment of rheumatoid arthritis. Orthopedic treat- 
ment is most important in spondylitis of the 
Marie-Striimpell type, and in arthritis of the hip 
and knee. Deformities or ankyloses in any of 
these localities lead to great discomfort on the 
part of the patient. For spondylitis, exercises 
and some sort of brace or corset are indicated to 
prevent the extreme kyphosis which often de- 
velops in these patients as the disease advances. 
Various orthopedic devices are in use to prevent 
contractures of the hips, knees and elbows. 

Drug Therapy.—The drug treatment of arthritis 
can be quickly covered. Arsenic in the form of 
the cacodylates or salvarsan is a splendid tonic, 
and seems to work particularly well in arthritic 
patients. Personally I have been disappointed in 
the results obtained from the various forms of 
sulphur. My experience with the gold salts has 
been too limited to permit of an opinion, but 
certainly the results reported from France and 
England are very encouraging. 


IN CONCLUSION 


We physicians often speak with frank skepti- 
cism concerning the various measures employed 
in the treatment of rheumatoid arthritis, but isn’t 
this skepticism due to the fact that too often we 
have to treat arthritics in the advanced stages, 
after the disease has been neglected either by the 
patient or by some other physician who took no 
interest in the patient’s condition? I must confess 
that I dislike to treat advanced cases of rheuma- 
toid arthritis, because I know that comparatively 
little can be done to cure them. I feel quite dif- 
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ferently, however, about incipient cases. I take 
considerable satisfaction in attacking early cases 
of rheumatoid arthritis and watching the patient 
improve under the effects of therapy. In other 
words, the situation is not different in arthritis 
from that in tuberculosis or syphilis. The early 
cases yield well to treatment. The advanced cases 
are extremely stubborn. No doubt, as time passes 
and physicians become more familiar with modern 
methods of treatment, advanced cases of rheu- 
matoid arthritis will not be so numerous, and 
there will be fewer invalid chairs in our poor- 
houses. 
33 East Sixty-first Street. 
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TREATMENT OF FRACTURES—BY THE 
BOHLER METHODS* 


By Ratpx Kaysen, M. D. 
San Diego 
Discussion by Maynard C. Harding, M. D., San Diego; 


Fraser L. Macpherson, M.D., San Diego; Sterling Bun- 
nell, M.D., San Francisco. 


iW the past few years, increasing major injuries 
consequent upon automobile and industrial acci- 
dents have renewed interest in the treatment of 
the frequent fractures occurring as complications. 
Volumes have recently been written on treatment, 
apparatus and technique relating to fractures. 
Lorenz Bohler of Vienna has been credited with 
having pioneered in many of the more radical pro- 
cedures which are rapidly becoming universally 
recognized in competent fracture treatment. 


*Read before the San Diego County Medical Society on 
April 10, 1934. 
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THE BOHLER CLINIC AT VIENNA 


The writer has recently had the opportunity of 
spending ten months with Bohler at his hospital. 
During this time he proved very cordial, and pre- 
sented the freedom of his clinic, his staff, and his 
associates. Attendance at operations, ward walks, 
staff conferences, and practical participation form 
the basis for remarks herewith presented. 

His clinic is the Mecca for men from all coun- 
tries, there being an average gallery of from 
twenty to thirty visiting surgeons. His reputation 
with these visitors is that of being somewhat di- 
dactic and difficult to approach. He explained that 
this reputation was the result of his having been 
disappointed by the large majority of his visitors 
spending so short a time with him that they were 
unable to grasp the full import of his technique 
and principles. 

He does not claim originality for his methods. 
Having selected certain principles which have 
stood the test of time, he has evolved an orderly 
technique, with the application of modern appa- 
ratus, which has resulted in a comparative stand- 
ardization of treatment and an improvement in 
end-results. 

The “Unfallkrankenhaus” is an accident hospi- 
tal occupying the two top stories of a modern 
building owned by an accident insurance company 
and operating under the supervision of the state. 
Patients injured in industry are cared for under 
State Compensation Insurance regulations. The 
director of the insurance company supervises all 
matters pertaining to compensation and disability 
benefits. All internal administration in the hospi- 
tal, and the control of the patients, is under the 
supervision of Doctor Bohler, who is the chief 
surgeon. He is in a position to maintain a strict 
discipline over his staff and the patients. The staff 
consists of two chief assistants, three to five other 
assistants whose services rotate in different de- 
partments, lay orderlies, and female nurses. There 
are one hundred beds, arranged in from two to 
ten-bed wards, with a few private rooms for the 
more serious cases. There are two main operating 
rooms, a plaster room, a sterilizing and dressing 
room, an x-ray room and a service room, all con- 
nected in series. The equipment is complete but 
not elaborate. Close attention is paid to rigid 
economy in all departments. 


THEORY AND PROCEDURES IN TREATMENT 
OF FRACTURES 


The theory of the treatment of fractures con- 
sists in early reduction, and restoration of the 
fragments to a position in which the distal frag- 
ment is replaced in the same axial plane and 
direction as the proximal fragment, followed by 
immobilization in traction or fixation in a suit- 
able splint. Fixation is not interrupted until firm 
union of the fragments results. Early active 
mobilization of the parts contiguous to the frac- 
ture, for promotion of circulation and prevention 
of atrophy of the soft parts, is instituted. This 
mobilization prevents restriction of motion in the 
contiguous joint. The use of massage, passive 
motion and moist heat for restoration of function 
is scrupulously avoided. Dry heat and diathermy 
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are occasionally used to hasten the restoration 
of motion in the joints. Compound, uninfected 
fractures are transformed to closed, by primary 
suture of the laceration, closed treatment being 
followed thereafter. Infected compound fractures 
are treated in the usual manner, with a window in 
the cast for drainage and inspection. 

All incised wounds and lacerations have a com- 
plete debridement, including the skin, soft tissues 
and bone, with primary suture of the skin only. 
No attempt is made to repair tendons, ligaments 
or nerves, except in cases in which the incised 
wounds are unsoiled or without laceration. Such 
repair as is necessary is done after the original 
wound has healed. 

After repair, wound areas are exposed to the air 
without dressing of any form. Infected wounds 
with secretions and crusts, have the latter re- 
moved only at long intervals. No medicaments 
are applied to the wound areas. Biological prepa- 
rations, such as vaccines or antitoxins, are not 
used. Rarely prophylactic doses of anti-tetanus 
serum are given. Drains are used only if a vacant 
space exists in the primarily sutured area 

For severe contusions, sprains, and local infec- 
tions the affected parts are - completely at rest 
by the use of the airplane for the arm, and the 
Braun splint for the leg. 

In the after-treatment of all fractures of the 
lower extremity, zinc gelatin dressings are applied 
from the toes to the knee. If the injury is above 
the knee, elastic bandages are used for the knee 
joint. 

In bone surgery all sutures under the skin are 
of non-absorbable materials, such as silk and linen. 
All burns are primarily debrided, if there is a de- 
struction of tissue, then painted with tannic acid 
and kept elevated and at rest until healed. 

When it is impossible to reduce and maintain 
the position of fragments by plaster splints or 
other apparatus, Steinman pins or Beck wire are 
passed through the bones, and traction is then 
applied with the screw traction apparatus. Fore- 
arm and lower leg fractures are maintained in 
position by the pins and wire, incorporated in the 
plaster of paris. After the removal of the pins 
and wire, traction is maintained by incorporating 
straps in zinc gelatin, or adhesive straps attached 
to the skin or to the plaster splint. 

The use of Steinman pins or Beck wire pro- 
vides a firm base for the traction apparatus and, 
in plaster, a firm fixed point for maintaining posi- 
tion. They do not cause soft tissue damage, and 
only temporarily injure the bony 
which they are placed. Infections 
occur, 


structures in 
very seldom 


THE NON-PADDED PLASTER CAST 


These casts require specially prepared material. 
Two sizes only of bandages are used: those for 
the extremities are made from a loose mesh gauze 
15 centimeters wide by 5 meters long; those for 
the body and spine cast are 20 centimeters wide 
and 5 meters long; the plaster of paris used is 
of the slow-setting variety. The bases of the casts 
for the extremities are a posterior splint for the 
leg, and a splint over the extensor surface of 
the arm. Fractures of both bones of the forearm 
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require an additional short splint over the flexor 
surface. These splints are held in position by a 
moist gauze bandage which in application is never 
reversed over the soft parts, always over the 
splint. The splint is carefully smoothed and 
moulded to the contour of the part, then a circular 
plaster bandage is applied and moulded. Casts on 
the forearm are commenced at the head of the 
metacarpals; they allow of complete flexion and 
extension of the fingers and thumb. Casts on the 
leg extend to the limit of the toes on the plantar 
surface and to the web of the toes on the dorsal 
surface, thus allowing free movement of the toes 
without plantar flexion. No padding is used on 
the extremities, except over the tibial tubercle, the 
spine, and the iliac crest. 

Under the plaster dressing, all wounds are cov- 
ered with a thin layer of gauze which is held in 
place by mastisol ; windows are cut in the cast and 
the parts are exposed without dressing. No dress- 
ings are used on the entrance or exit of the Stein- 
man pin or Beck wire, the theory being that the 
plaster of paris is sterile. 


GENERAL MATERIAL 


Fracture beds are made low for the care of the 
patient, and boards are placed between the mat- 
tress and the springs so that no sagging of the 
parts may occur. At the head of the bed is at- 
tached a curved rod with a stirrup, for the use 
of the patient in moving himself by lifting with 
his arms. A balkan frame for femur and pelvic 
fractures is used, comprising two upright parallel 
bars with an overhead cross bar; the lower bar is 
slotted for pulleys. 

All fractures and severe injuries of the lower 
extremity, including the pelvis, have the injured 
leg placed on a Braun frame immediately; this 
provides immobilization and rest with elevation of 
the parts. 

All fractures and severe injuries of the upper 
extremity have the injured arm placed in an air- 
plane splint to provide immobilization, rest, and 
elevation of the parts. 

Rustless Steinman pins are introduced for 
skeletal traction of the lower extremity and fre- 
quently for the upper arm. Beck wire is used in 
the forearm, and soft rustless wire for extension 
for the fingers and metacarpals, toes, and meta- 
tarsals. 

The Bohler redresseur provides a means for 
moulding fragments in fractures involving the 
os calcis, malleoli, and tibial tuberosities. 

The screw traction apparatus consists of a gas 
pipe frame placed on a table, upon which the 
patient may have skeletal traction applied to the 
extremity. There are provided fixed points of 
countertraction, in the popliteal space and peri- 
neum for the leg, and in the elbow and axilla for 
the arm. Traction is applied by means of a slack 
screw and stirrup attached to Steinman pins placed 
in the bone of the injured extremity. Between the 
screw and the stirrup is interposed a spring scale 
for measuring the amount of traction. The pull 
from the slack screw is in the long axis of the 
bone. Angular manipulation is possible by hand. 
The injured part is placed in plaster, while trac- 
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tion is maintained. The position of the fragment 
is determined by palpation and fluoroscopic in- 
spection. This apparatus may be disassembled and 
is portable. 

ANESTHESIA 


Local infiltration of two per cent novocain is 
attempted in all fresh fractures. Ten cubic centi- 
meters are injected with a long needle at the frac- 
ture site, then the syringe is removed from the 
needle; if the solution returns colored with blood, 
indicating that the hematoma has been reached, 
15 to 60 cubic centimeters more of novocain are 
injected. The pain is thus immediately relieved, 
the spasmodic muscles are relaxed, and reduction 
can proceed. Dislocations and tears of capsule and 
ligaments are freely infiltrated over a wide area. 


Regional anesthesia is necessary in surgery or 
extensive manipulation of the extremity. For the 
leg, 1 per cent novocain, spinal, is used; 8 cubic 
centimeters of the spinal fluid are withdrawn and 
replaced with 8 cubic centimeters of fresh novo- 
cain solution. The patient is then placed flat on 
the table, the Trendelenburg position not being 
observed. 


Twenty-five cubic centimeters of 2 per cent 
are injected into the brachial plexus for arm an- 
esthesia; the subclavian artery is palpated and 
displaced medially, and the needle is inserted one 
or two centimeters under the skin; the patient is 
instructed to announce when a shock is felt in the 
fingers and elbow, at which time the entire amount 
is injected. 


Should regional or local anesthesia not be effec- 


tive, ether is given by cone, with ethyl chlorid 
induction. 


GENERAL OUTLINE OF TREATMENT 


All reductions are made preferably by the closed 
method and manual manipulation. Skeletal trac- 
tion is employed when reduction is impossible by 
the usual means. The position of the fragments 
is maintained either by weight extension or in- 
corporation of pins or wire in the plaster cast. 
Open reduction is resorted to in fractures of the 
olecranon and patella with separation of frag- 
ments, also in non-union. Proper reduction is 
made in ununited fractures and fractures of the 
olecranon, the fragments being held in position 
with heavy wire sutures. The patellar fragments 
are replaced in position and the fascia carefully 
repaired by linen sutures. 

Fixation is maintained in the original apparatus 
for certain definite periods, depending on the loca- 
tion of the fracture. Fractures of the femur re- 
quire eight to ten weeks, of the humerus four 
to six weeks, of the tibia six to ten weeks, both 
bones of the forearm eight to twelve weeks. 


Reduction is made immediately in all fractures, 
except those involving the lower leg, ankle and 
foot. In the latter cases, the leg is kept on a 
Braun frame for one week until the swelling has 
subsided. 


Active motion of fingers, toes, and all neighbor- 
ing joints which will not disturb the position of 
the fragments, is commenced immediately and 
maintained throughout treatment. 





November, 1934 


REGIONAL TREATMENT 


Spine —The Bohler theory for prevention of 
the prolonged disability resulting from ordinary 
spinal injuries, such as compression fractures of 
the bodies, is that primary reduction must be fol- 
lowed by early exercising of the spinal and other 
body musculature. Also that, following the period 
of immobilization necessary for the repair of the 
injured vertebra, no supporting apparatus is neces- 
sary. If the muscle function has been maintained 
by activity, and bony damage has been properly 
repaired, no basis in pathology should exist for 
physical disability beyond the time required for 
recovery in other similar injuries to bony structure. 

Compression fractures, without neurological dis- 
turbance, are reduced by hyperextending the spine 
after the areas affected have been anesthetized 
by injecting 50 cubic centimeters of 2 per cent 
novocain directly against the body of the injured 
vertebra. The patient is supported in the position 
of hyperextension for thirty minutes; then a body 
cast is applied from the axillae to the greater tro- 
chanters of the femurs. 

At the end of one week, gymnastics are com- 
menced. They consist in raising the body by 
means of trapeze rings, raising the body at the 
hips over the edge of a bed, raising the legs with 
weight on the abdomen, and carrying increasingly 
heavy weights on the head. The body cast remains 
in position three to four months; after its removal 
no appliance is placed. The gymnastics continue 
for two to four months longer. 


A definite technique has been planned for 
almost all forms and combinations of fractures. 
This technique is meticulously carried out in every 
case, and is standardized insofar as individual 
cases will permit. Several outstanding examples 
of treatment have been chosen for exposition, 
since they differ markedly from the practice gen- 
erally followed. 


Femur. — Intertrochanteric, trochanteric, and 
fractures of the shaft, are treated by weight ex- 
tension. The patient is placed in a fracture bed, 
novocain injected in the fracture site, and a Stein- 
man pin is driven through the tibial tubercle. 
Twenty pounds of weight is suspended from a 
balken frame and attached to the pin by means 
of a stirrup. The foot ofthe bed is elevated twelve 
inches, in which position the weight of the body 
acts in countertraction. The leg is then placed on 
a Braun frame in a degree of abduction, depend- 
ing on the location of the fracture. At the end 
of three weeks the pin is removed, to prevent 
overstretching of the knee ligaments, and ten 
pounds of weight each are attached, to the thigh 
and the leg, by means of zinc gelatin with straps 
incorporated. The persistent posterior displace- 
ment of the distal fragment, in the supercondyler 
region, is overcome by sliding the Braun frame 
proximally, until the knee angle of the frame is 
directly beneath the fracture site. 


Humerus.—Supra- and intracondylar fractures 
of this bone have had a high percentage of mal- 
union, and are frequently complicated with is- 
chemic contractures of the forearm and hand 
(Volkman’s contracture). Reduction is made by 
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either manual or screw traction. During reduc- 
tion, and when placed in plaster, the forearm is 
held in extreme pronation. The latter position 
relaxes the spasm of the pronator radii teres, 
allowing correction of the medial angulation of 
the fragments. The arm is then placed in plaster 
with the elbow at right angles, and on an airplane 
splint. Extension is applied to the upper arm por- 
tion of the cast by means of a spring on the air- 
plane apparatus. 

Os Calcis——Fractures in this bone result from 
the astragalus being driven into the cancellous 
bony structure as a wedge. Usually there is a 
comminution, with longitudinal and transverse 
splitting, which produces plantar and lateral angu- 
lation. 

The normal angle of the superior articulating 
plane and the tip of the tuberosity of the os calcis 
is about 30 degrees. This angle is greatly widened 
after a fracture, and must be corrected to restore 
normal function. 

Reduction is accomplished by placing Stein- 
man pins, one through the insertion of the tendo 
Achilles, the second a handbreadth above the ankle, 
and through the soft tissues posterior to the tibia; 
traction on the screw traction apparatus is then 
applied, first in the longitudinal axis of the leg, 
second at an angle of 45 degrees thereto. Lateral 
displacement is corrected with the redresseur. 
Plaster is applied, the leg put on a Braun frame 
for three to five weeks. The patient then becomes 
ambulatory on a walking iron for a period of nine 
to fourteen weeks additional. Zinc gelatin and 
arch supports are used after the removal of the 
plaster. 

Carpal and Tarsal Phalanges, Metacarpals and 
Metatarsals—Fractures of these bones have pre- 
viously given uniformly poor results. 

The Bohler treatment consists of incorporating 
a loop-wire splint in a cast on the extremity. This 
splint is at first placed parallel to the digit affected, 
and on the flexor surface. Through the pulp of 
the distal segment is passed a rustless wire; this 
is attached with light tension to the free end of 
the splint; the wire splint, together with the digit, 
is then flexed to mid-position; the extension is 
maintained for three or four weeks. Free move- 
ment of the remaining fingers or toes, to maintain 
function, is thus possible. 

The Walking-Iron—tThis consists of a piece 
of strap iron with small cross pieces at either 
end, which is bent in “U” shape and attached 
by plaster bandages over the leg and foot cast, 
parallel to the long axis of the leg. The free lower 
portion extends the width of the heel of the oppo- 
site shoe, distal to the heel portion of the cast. 

Patients with fractures below the knee have this 
iron placed and are made to walk immediately, or 
within forty-eight hours after injury. [Exceptions 
to this rule are fractures of the os calcis and 
astragalus, in which cases bed treatment on a 
Bohler frame is necessary for the first three to 
five weeks, following which the walking-iron is 
placed. 

It is possible for patients to walk with this iron, 
for the reason that the non-padded cast prevents 
any displacement of the fragments. Early union 
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is stimulated, the limb does not atrophy, fibrous 
ankyloses in neighboring joints are prevented, and 
the morale of the patient is greatly improved. 


COMMENT 


An exposition of the technique covering the 
many additional fractures and skeletal repair pro- 
cedures, would require hours for presentation. 
The few examples here outlined will serve to illus- 
trate the departure from the older accepted forms 
of treatment. They include the basic principles 
and theories of Béhler’s work. 


The success of the application of Bohler meth- 
ods of treatment for fractures and other trauma 
requires a thoroughly organized staff, a careful 
selection of material, and a constantly minute at- 
tention to details of technique and after-treatment. 


The principles of reduction and maintenance of 
position of the fragments are physiologically and 
mechanically sound. The practice of early mobili- 
zation of the soft parts, and joints contiguous to 
the fractured member, prevents atrophy, adhesions 
and ankylosis. 

The non-padded plaster cast, if properly ap- 
plied, provides perfect immobilization, prevents 
angular deformity, and is comfortable for the 
patient. The danger of pressure disturbances is 
less than in the use of other constrictive appli- 
ances. 

The employment of the walking-iron attached 
to leg casts, allows early ambulation, lessens length 
of hospitalization, stimulates the bony repair, and 
raises the morale of the patient. 


Treatment of wounds by adequate debridement, 
primary skin suture, with complete rest and eleva- 
tion of the parts, results in few infections and 
early repair. Infections treated by immobilization 
of the affected parts, free incision and drainage 
with complete rest, have a short duration, and 
result in the minimum of tissue destruction and 
contractures. 


Metal pins and wire for skeletal traction pro- 


vide a most effective method for fracture re- 
duction and immobilization. The much-feared 
infection or destruction of bone or soft tissues 
seldom follows their use. 
IN CONCLUSION 

In general, in the opinion of the writer, the 
Bohler methods have made possible great advances 
in the treatment of fractures and trauma. In some 
instances end-results are disappointing and are 
comparable to older methods. However, the large 
majority of cases observed force the conclusion 
that the many years of tireless efforts, concen- 
trated in his special field, have entitled Lorenz 
Bohler to an outstanding position among modern 
surgeons. 


These methods, applied in the treatment of 
injuries, result in a lessened disability period, an 
earlier return to the proper industrial status of 
the patient, a shortened period of hospitalization, 
and the least possible impairment of function. 
The morale and physical well-being of the injured 
are enhanced, and economy to society ensues. 

1301 Medico-Dental Building. . 
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DISCUSSION 


Maynarp C. Harpinc, M. D. (861 Sixth Street, San 
Diego).—Doctor Kaysen has given a readable résumé 
of Doctor Boéhler’s methods. Much of the latter's 
work is like our American procedures, but some of it 
is quite different. Any description of Doctor Bohler’s 
work would of necessity sound stereotyped, as it could 
not convey the high personal skill which enables him 
to modify his various standard methods to fit the 
individual case. 

It must be remembered, in fact, that many of his 
operations, while appearing simple, are really only for 
the very skilled and cannot, therefore, be done outside 
a well-organized hospital. 

In this day of multiplying surgical and mechanical 
procedures, Doctor Kaysen does us a kindness in 
recalling to mind the fact that personal skill plus 
simple apparatus is, after all, an ideal not to be lost 
sight of. 

*& 


Fraser L. Macpuerson, M.D. (610 Medico-Dental 
Building, San Diego)—Doctor Bohler has undoubt- 
edly made possible great advances in the treatment of 
fractures and trauma, and his experience with certain 
types of fractures is gradually and generally serving as 
a guide to many practitioners throughout the United 
States. 

In order to carry out the Bohler procedure it is 
necessary, of course, to follow his technique, which 
has been so carefully worked out over a period of 
years. In other words, if non-padded casts are to be 
used, it is essential that the bandages and plaster are 
made in accordance with his specifications, as it is 
impossible to put on a non-padded cast satisfactorily 
with many of the bandages ordinarily used. Not all 
of his procedures are adaptable to conditions we meet 
with in this country. 

The experience Doctor Bohler has given us in the 
use of traction pins for fractures of the extremities 
has undoubtedly eliminated the necessity of many 
open operations and has aided materially in decreas- 
ing the period of hospitalization, both of which are 
very important factors in this present economic crisis. 


© 


STertinG Bunnett, M.D. (516 Sutter Street, San 
Francisco).—In the treatment of fractures the greatest 
advance in recent years has been made by Dr. Lorenz 
Bohler, who has compiled and developed a system 
superior to that commonly in use. The time of treat- 
ment and the amount of permanent disability are much 
shortened. Total compensation expense, as shown in 
his 1930 report of the Accident Hospital in Vienna, 
was reduced to 41 per cent. The greatest saving in 
the order of the amount was in fractures of the lower 
leg, forearm, tarsus, femur, and humerus. Since these 
figures were published, his treatment of back injuries 
by athletics has further reduced compensation expense. 

I have visited Doctor Bohler’s 
vears have used his 
faction. 

Among the essential principles are early setting, us¢ 
of local anesthesia, and the elevation of limb. Thi 
setting is accurate by skeletal traction between two 
fixed points on an apparatus and in the proper direc- 
tion of pull. With the limbs suspended in this position 
the plaster casing is easily applied. The non-padded 
feature prevents movement. The pins may be en 
bedded in the plaster, and if they are kept immobil 
infection is extremely rare. Functional treatment, | 
the walking cast in the lower extremity and by acti) 
use in the upper limb, greatly shortens sauidencene ( 
and improves the result. 

The methods when used by those insufficient], 
qualified are fraught with danger. When applied, how- 
ever, by those who have keen comprehension of m: 
chanics, and have paid the price by thorough stud) 
of the principles, both safety and success are assure‘ 


and for five 
increasing satis- 


clinic, 
methods with 
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AUTODESENSITIZATION OF ALLERGIC 
CONDITIONS* 


By Hersert A. JoHnsTON, M. D. 
Anaheim 


Discussion by Hyman Miller, M. D., Los Angeles; 
Albert H. Rowe, M.D., Oakland; V. G. Alderson, M.D., 
Oakland. 


ESENSITIZATION of the allergic patient is 

the hope of the allergist. To accomplish this 
end, several methods have been tried and in many 
instances found to be satisfactory. Usually the 
best results are obtained when the cause has been 
definitely found, or the offending allergen has 
been discovered either in the patient’s diet or his 
contacts. Theoretically, the skin test should reveal 
the cause and point directly to the remedy. How- 
ever, this frequently does not occur, and for this 
reason several cases have been considered at our 
clinic from another viewpoint during the past year 
or more. Several different clinical states have 
been analyzed with the belief that allergy is quite 
common, and that many persons are in ill health 
from some form of sensitization. The problem 
of desensitization becomes difficult when skin tests 
have failed to guide, elimination diets have not 
accorded satisfactory results, and a study of other 
possible causes has not brought to light the offend- 
ing agent. 


WHY URINE WAS SELECTED FOR THE STUDY 


The probability of the patient carrying within 
himself the allergens that are causing his symp- 


toms was suggested. The two most readily avail- 
able fluids for study of this problem being the 
blood and urine, a series of experiments were 
undertaken in which either or both of these were 
used. It was found that whole blood, withdrawn 
from the cubital vein and injected at once deeply 
into the gluteal muscle, promptly relieved several 
patients suffering from eczema, especially the 
moist variety. One severe case of psoriasis of 
long standing was cleared up in three months. 
The patients’ complaints of pain and soreness 
following the deep injections of blood, and the 
occasional difficulty in locating the vein, led us 
gradually into the use of urine. The problem of 
administration was not as simple as in hemo- 
therapy ; but one by one the difficulties were, to a 
large extent, overcome, and the injection of the 
patients’ own urine became practicable. 


The urine being always more or less septic, it 
was obvious that it must be rendered sterile, or as 
sterile as possible, before it could be safely used 
hypodermically or intramuscularly. Of course, it 
could be heated and rendered sterile, but would 
such a process destroy the allergens or change any 
of the delicate unknowns by which the urine, “the 
graveyard of the cellular system,” must be loaded. 
It was thought to be necessary that, in order to 
be of value in desensitization, the allergens must 
not be destroyed or changed, which would prob- 
ably be the case if heated. Different antiseptics 
were added to the urine, in turn. The urine, after 


*A preliminary report from the Johnston Clinic, Ana- 
heim. 
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thorough filtration, was allowed to stand forty- 
eight hours after the antiseptic was added, then 
cultures were made, and only sterile solutions 
were used. Graduated doses were given every 
three or four days, and not more than 9 cubic 
centimeters were injected at any one time. Each 
solution was kept under refrigeration—50 cubic 
centimeters being prepared at a time and used 
continuously until finished, when a fresh specimen 
was procured and 50 cubic centimeters more pre- 
pared. All injections were administered under 
strict aseptic routine. 


COMMENT ON DISEASES TREATED 


Several patients suffered from local reactions of 
moderate severity, a few had systemic disturb- 
ances ; yet not one abscess or local infection, even 
of a minor character, was seen in more than two 
thousand injections. 

The cases treated included arthritis, myalgia, 
neuritis, colitis, asthma, hay fever, urticaria, ec- 
zema, rhus poisoning, migraine, rhinitis, psoriasis, 
and pruritis. The best and most spectacular re- 
sults were obtained in the eczemas. With rare 
exceptions they were either entirely relieved, or so 
much improved that the patients were satisfied. 
One eczema patient, a male of sixty years, had 
been also a sufferer from asthma all his life. He 
had tried many means of relief with but slight 
benefit, and came to the clinic with acute eczema. 
He has a long and interesting allergic history 
which I will not detail. The weeping areas had 
been covered with thick layers of absorbent cotton 
to absorb the serum. For weeks this had been 
going on. Following the second injection of urine, 
the lesions dried up so that no dressings were 
needed. In three weeks all areas were normal, 
except for some discoloration; and the asthma 
relieved but not cured. He is continuing the uro- 
therapy in the hope that the asthma may thereby 
be further relieved. During the treatment, if the 
dosage were increased too rapidly, an outbreak of 
urticaria would occur ; but by careful management 
he can now take six cubic centimeters without any 
“hives” appearing. This case appeared to suggest 
that the urine contained allergens, and as the 
desensitization progressed, he accepted larger 
doses without concurrent allergic symptoms de- 
veloping. Other patients also exhibited allergic 
symptoms from overdosage of their own urine. 

Twenty patients with arthritis were treated. 
One patient (three years standing) came in on 
crutches and after a month’s treatment discarded 
them and is now very much improved. Another 
had polyarthritis for six years and was a complete 
invalid. She had sufficiently recovered in three 
months to discard her crutches, but having reached 
a standstill, her tonsils were removed; and now 
she walks quite well, and has resumed work in 
her home. Some were benefited, but we do not 
think desensitization will help many patients with 
polyarthritis, as in the majority of our cases we 
could see no results. 

Several myalgias were entirely relieved. No pa- 
tient with neuritis admitted being helped. One 
arthritic was relieved of a painful colitis, while 
being unsuccessfully treated for arthritis. Another 
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arthritic received no benefit, but a migrain of 
years standing disappeared during the course of 
treatment. 

Asthma in children seemed to respond better 
than that found in adults. 

Hay fever, urticaria, and migraine responded to 
this treatment in several instances. 

One patient with idiopathic epilepsy of fifteen 
vears standing has been helped a good deal. Her 
skin tests were negative, and no allergic history 
was present. One parent had a very mild hay 
fever and the other rather severe migraine. The 
patient had neither. The patient has been under 
excellent treatment during these years, having gone 
through prolonged ketogenetic routine, dehydra- 
tion, diet restriction, blood sugar regulation, and 
even surgery, with no change in number or char- 
acter of attacks. The first four months of urine 
therapy has shown a drop from an average of 
three attacks monthly to three attacks in four 
months. Three other epileptics have shown no 
change so far in two months of treatment. 


SUMMARY 


We have termed this method of treatment “auto- 
desensitization” for want of a better name. We 
believe the administration of the patients’ own 
urine has decided therapeutic value, and should 
be widely used and studied. Among the problems 
yet to be worked out are (1) The limitations of 
dosage, and the best means of preparation and 
administration. (2) The value of autodesensitiza- 
tion in diagnosis of allergic states, that is, in deter- 
mining the presence or absence of allergy in cases 
where skin and other tests have failed or produced 
only confused results. (3) The isolation of the 
allergens from the patients’ urine by laboratory 
methods such as that of isolating proteose, so that 
definite dosage could be given at all times. This 
present method of desensitization is somewhat 
empiric, as the quantity of allergen in the urine 
may decrease rapidly during the treatment, 
thereby rendering the urine weaker therapeutically, 
as the case progresses toward recovery, and pos- 
sibly making complete recovery impossible through 
lack of allergen. Two cases suggested such a 
possibility. Other problems could be cited. 


We will endeavor to continue our investigations 
and shall be glad to make a further report should 
more data become available. 

117 North Claudina Street. 


DISCUSSION 


Hyman Miter, M. D. (1136 West Sixth Street, 
Los Angeles).—It is quite obvious that the author, 
in developing his theory and practice of “Autodesen- 
sitization,” has had two thoughts in mind. First, that 
skin tests “frequently do not point directly to a 
remedy” for allergic manifestations, and second, that 
the urine of allergic patients carries the specific an- 
tigen which produces such manifestations. These are 
both fallacies. Skin tests, when properly performed, 
properly interpreted and properly correlated with 
other findings, “point directly to the remedy,” as the 
author puts it, in almost ninety per cent of all allergic 
cases. 

As for a specific filtration process in the urinary 
excretory mechanism which filters out only those sub- 
stances causing symptoms, this has been repeatedly 
disproved by many competent investigators such as 
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J. Freeman, W. T. Vaughan, J. H. Black, H. L. 
Huber, Louis Tuft, etc. These men, in pursuit of the 
so-called urinary proteose of Barber and Oriel, have 
all shown that there is no specific antigenic substance 
in the urine of allergic patients. Antigenic substances 
may occur in the urine of any normal individual. As 
shown by Rackemann and Longcope, with 
serum, and Schloss, with egg-white, many years ag 
any individual receiving these substances either by 
injection or ingestion may excrete them unchanged 
in the urine. 

The author himself disproves his own theory of 
specificity by the fact that he obtained relief 
several plainly nonallergic conditions where non- 
specific protein therapy has frequently been helpful 
as, for example, in arthritis. 

It seems to one who has worked in the field of 
allergy, both in the laboratory and in the clinic, that 
the author, despite an honesty of purpose, has been 
led astray by the will-o’-the-wisp of pseudo-scientific 
reasoning. A thorough knowledge of previous at- 
tempts along the same line, together with a knowl- 
edge of the fundamentals of allergy and immunology, 
would have permitted the creation of no such falla- 
cious theories or questionable practices. 


} r 
norse 


% 

Apert H. Rowe, M. D. (242 Moss Avenue, Oak 
land).—This record by Doctor Johnston is compar- 
able to those of Oriel of Guy’s Hospital, London, 
who has reported excellent results, especially in 
bronchial asthma, from the injection of a proteose, 
precipitated from the patient’s urine. Attempts to 
reproduce his results by several allergists, such as 
Vaughan in this country, have failed; and Freeman 
of London in the Lancet of 1932 showed that all 
of Oriel’s proteoses yielded fairly constant toxic re- 
actions within a few minutes after their injection, and 
concluded that therapy with them had no scientific 
foundation. 

Urotherapy has been used for some years in many 
diseases, and recently H. Jansion, R. Guardard, and 
Martinaud have reported its use in 372 allergic cases 
with remarkable results in 336 (in the Presse Médi- 
cale of 1933, page 1467). Such outstanding success 
cannot be duplicated today with other therapeutic 
measures used by the allergist. It may be that the 
cases have been followed for too short a period, and 
one wonders whether the diagnosis of allergy was 
accurate in every instance. It must also be appre- 
ciated that the effect recorded by these French physi- 
cians, and by Doctor Johnston, might be due to a 
nonspecific action, and that no real hyposensitization 
has occurred. These observations are of interest and 
need careful, investigative study, both for evaluation 
and better understanding of the fundamental mechan- 
ism involved. 

*% 


V. G. Atperson, M. D. (3115 Webster Street, Oak- 
land).—In the Lancet of August 2, 1930, Oriel and 
Barber reported their work done with a proteose in 
the urine. This proteose they found to be excreted in 
relatively large amounts in some acute and chronic 
microbial infections, and to contain a definite sub- 
stance, which in some diseases appears to have the 
specific antigen upon which the symptoms depend, 
so that it can be employed for specific desensitization. 

American workers have used this substance at 
various times, prepared after the method of Oriel and 
Barber, but have reported indifferent success. This 
lack of success may be due to the complexity of the 
preparation of the proteose. Doctor Johnston may 
have the same proteose present in his preparation, 
and with a simplified technique may avoid damage to 
this proteose. 

I look forward to future reports of this work by 
Doctor Johnston. 
®% 

Doctor Jounston (Closing).—It is needless that | 
should enter into any lengthy reply to the discussions 
and criticism of my paper. I am confident that the 
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injection of a patient’s own urine (autourotherapy) 
has much therapeutic value, for I have seen results 
that justify this conclusion. . 

I will not attempt to solve the complex physio- 
logical problems involved, but hope that some re- 
search worker will yet be able to do so. In our 
investigation, we used whole urine instead of urinary 
proteose as prepared after the method of Oriel, since 
we believe that there was less probability of chemical 
change. 

The French investigators mentioned by Doctor 
Rowe used freshly voided urine, which was injected 
subcutaneously immediately after the addition of an 
antiseptic. We considered that there would be less 
danger of sepsis if we were sure the urine was sterile 
before injection. 

Whether or not the phenomenon produced by auto- 
urotherapy is caused by allergens or antigens in the 
urine, I am unable to determine; but I do know 
that many allergic states have been relieved and 
symptoms have disappeared by this line of treat- 
ment. Possibly the results are obtained by a defense 
reaction. 

Doctor Miller is very positive that arthritis is 
never of allergic origin. He appears to be much 
more certain of this than W. T. Vaughan, whom he 
cites, and who states that “Arthritis has been found 
due to allergy.” (Allergy, W. T. Vaughan, 1931, 
page 61.) Vaughan also states that “in most of these 
cases, allergy is not the usual cause.” (Allergy and 
Applied Immunology, W. T. Vaughan, 1934, page 
66.) Feinberg goes further and says: “There is evi- 
dence to show that allergy to bacteria, or their prod- 
ucts, plays a common role in the causation of arthritis. 
The ordinary infectious arthritis, following a strepto- 
coccus sore throat, for example, is regarded by many 
as an allergic manifestation to the streptococcus. 
Some authorities today, such as Cecil, Swift, and 
Derick regard many of the manifestations of rheu- 
matic fever as allergic.” (Allergy and General Prac- 
_ S. M. Feinberg, 1934, page 277.) I might quote 
others. 

So it is quite probable that Doctor Miller’s state- 

ment, that “arthritis is a plainly nonallergic condi- 
tion,” should be greatly modified. Two of the vol- 
umes noted above are of very recent publication, and 
possibly the doctor has not had an opportunity to 
review them. 
_ This work has been done and results noted purely 
from a clinical standpoint. Facts have been presented 
and clinical results reported. We are not trying to 
follow work as done by Oriel or anyone else; conse- 
quently we have no theory which we are trying either 
to prove or disprove. It is for others to take such 
clinical facts as we have presented, and brought out 
during the course of this work, and see if anything 
new and specific has been added to our meager 
knowledge of the subject under discussion. 


STRABISMUS—AND SOME OTHER OCULAR 
TROUBLES OF CHILDREN * 


By Ropveric O’Connor, M. D. 
San Francisco 


_Discusston by Clifford Sweet, M.D., Oakland; George 
Newton Hosford, M.D., San Francisco; W. A. Wood, 
M.D., Oakland. 


‘THE objects of this paper are: first, to empha- 

size the importance of proper treatment of the 
various kinds of strabismus, as soon as they are 
evident, no matter how early this may be; second, 
to emphasize the need for a complete and accurate 
ocular examination of all children before they 
start to school; third, to mention, if time permits, 


“Read before the Pediatric Section of the California 
Medical Association at the sixty-third annual session, 
Riverside, April 30 to May 3, 1934. 
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the proper treatment of some other conditions, 
such as congenital cataract and occlusion of the 
nasal duct. 

It occurred to me that a paper for this section, 
covering these points, might be worth while be- 
cause I have had so many patients with the con- 
ditions mentioned whose parents have been ad- 
vised (so they claim) by the family medico, and 
even by pediatricians, to delay treatment in the 
hope that time alone will effect a cure. 


STRABISMUS 


It must be understood that in all forms of stra- 
bismus the deviating eye is out of use, as far as 
direct vision is concerned. Hence, if the condition 
is not treated early and properly, one or more of 
four changes will occur : 

1. The direct vision of the deviating eye be- 
comes reduced and at times lost. This does not 
occur. in cases of alternating squint. 

2. Binocular vision is lost or never learned. 

3. Bad muscle-nerve habits occur, as explained 
by Sherrington’s Law of Reciprocal Innervation. 

4. Changes in the orbital tissues, the result of 
the deviating eye being in approximately one posi- 
tion too long. 

Inasmuch as these changes interfere with the 
securing of good results, it seems more intelligent 
to follow a plan that will prevent their develop- 
ment, in preference to one that allows them to 
occur, making it necessary to expend much effort 
later on in the hope of undoing them. 

It is, therefore, very evident that all these pa- 
tients should be under the observation of an oph- 
thalmologist who is interested enough in this type 
of work to care for them properly from start to 
finish, including operative correction should that 
become necessary. 

The best time to start treatment is when the 
squint is in the occasional stage, or at about the 
sixth month if the eyes have never been straight. 
In the former case the child is usually old enough 
to examine at once and to wear any needed cor- 
rection. In the former the treatment is alternate 
occlusion, in order to keep each eye in use half 
time and so prevent all the changes mentioned 
except those relating to binocular vision. How- 
ever, it is much easier to train binocular vision 
later on, if the vision is equal and normal ocular 
rotations have been preserved. 

Retinoscopic refractions can be made quite accu- 
rately as early as the twelfth month, when any 
needed correction may be prescribed and worn. 
Babies seldom refuse to wear a needed correction. 

If glasses fail to parallel the eyes, alternate 
occlusion must be continued with occasional check- 
ups of the refraction till the child is nearly three 
years of age. If at this time the eyes are still out 
of parallel, operative correction is in order. 

I have contended for many years that if good 
vision and motion have been preserved in each 
eye, binocular vision will be learned in the normal 
way, provided the eyes are straightened by an 
operation that does not interfere with the normal 
muscular action. 1 have many patients to prove 
this tdea, so that, as far as I am concerned, it is 
not a theory. 
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AUTHOR’S CINCH-SHORTENING OPERATION 


Until my cinch-shortening operation was de- 
veloped, none was available that was free from 
mechanical risks. Tenotomies are liable to a final 
overeffect, causing a divergence which is far 
harder to correct than the original condition. Any 
operation that calls for needle punctures of the 
sclera is, in my opinion, risky. I am able to tell 
my patients that the operation is not on the eye 
itself, but on the tendon which is entirely outside 
the eye. Hence, there is no risk of damage to the 
sight. In approximately two thousand operations 
during the last twenty-three years, there has not 
been one instance of such damage. 


ADVANTAGES OF THE OPERATION 


This method, which was devised by me in 1911 
and first reported in 1912, has mechanical ad- 
vantages so definite that there is no reason for 
undue delay in operating. These advantages are: 

1. The tendon is not cut; 


No tendon sutures are used; 

3. The 
itself ; 

4. No slipping can occur because the shorteners 

are not removed until about the sixteenth day, by 


which time the tendon loops have had time to unite 
firmly ; 


shortening in the tendon 


is entirely 


Binocular occlusion not required ; 

Monocular occlusion not required in some 
cases ; 

No confinement to bed or house. Many pa- 
tients lose practically no time; 

8. No chance for adhesions to form between 
the tendon and sclera, because the eye is not put at 
rest by binocular bandage. Such adhesions, after 
other types of operating, often ruin the result, 
because the tendon action is from the limit of 
adhesion instead of the normal insertion. 


9. A maximum, and unchanging, shortening 
equal to the length of tendon tissue which, of 
course, is too much. 

The general risk of the operation is that of the 
anesthetic only. Tonsillectomy is a serious affair 
relatively. 


INDICATIONS FOR THE OPERATION 


Consequently, when non-operative measures have 
failed, further delay is harmful and operative cor- 
rection should be started. This has been my prac- 
tice for the last twenty-years, and I have as yet 
had no occasion for regret; certainly none that 
could be compared with the harm that results 
from a “do nothing” policy. 

I adapted to the ocular tendon the scheme used 
in the cavalry service to shorten a saddle girth 
(cinch); hence the name “cinch shortening.” 
Figure 1 shows the idea in a diagrammatic 
manner. 

CAUSES 

It must be remembered that strabismus is a 
symptom, and may be due to a number of causes 


and conditions. Vertical deviations are frequently 
the original cause of lateral, and must be carefully 
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looked for in the preoperative study of all cases 
Whenever I find them I know that there wil 
probably be trouble in securing a perfect result, 
Sometimes shortening a paretic superior rectus 
will, in itself, cause the disappearance of a hori- 
zontal squint. I demonstrated such a patient a 
the 1923 American Medical Association meeting 
in San Francisco. In another such, an operation 
corrected the vertical deviation and also a diver- 
gence of 25 degrees. These happenings suggest the 
idea that we must, if possible, find the true cause 
of the squint in each case and not handle them all 
in the same way by rule-of-thumb methods. In all 
cases possessing binocular vision, and in those in 
whom we hope to develop it, normal action of the 
opponents must be preserved in order to save 
convergence and parallelism in all directions of 
rotation. This can be done only by using non- 
mutilating operative methods. 

A case of squint is not cured unless the eyes 
are parallel, which can be shown in young children 
by symmetrical pupillary reflections of a light. 
Mere improvement is worthless from the visual 
standpoint because the deviating eye is still out of 
use. It is another instance like “No matter how 
thin you slice it, it is still bologna.” 


MUSCLE EXERCISES 


There has been a great furore lately over 
“muscle exercises.” As such, the only good done 
is to the bank account of the one who directs 
them. The exercises incident to “fusion training” 
are entirely different, being really brain exercises 
intended to teach the eyes to work as a pair 
(binocular vision). These are so complicated that 
when most needed in young children, they cannot 
be used because of lack of interest, mentality, and 
the ability or desire to concentrate. Jt is chiefly for 
this reason that I believe in straightening the eyes 
as early as possible, thus permitting binocular 
vision to dev relop in the normal way through ex- 
perience, as in those whose eyes have never beei 
disaligned. 

ROUTINE EXAMINATIONS BEFORE STARTING 
TO SCHOOL 


I believe there is an old saying that a good start 


is half the battle. Many children never have this 
“good start,” because of refractive errors or 
muscle troubles, or both. Frequently these con- 
ditions are not discovered until the child has been 
going to school for some years, and_ possibly 
gotten a reputation as dumb or backward, which 
may be due entirely to an inability to use the eyes 
in comfort. Jt is not unusual to see cross-cyed 
children who are having the teeth straightencd!! 
I am always amazed at a line of action that favors 
such wonderful care of the teeth which, compared 
to the eyes, are relatively unimportant organs. 

It must be emphasized that an acurate refrac- 
tion cannot be made in children unless the muscle 
of accommodation is paralyzed by atropin. This, 
of course, means that a non-medical examiner 
should not be permitted to make these exami 
nations. 

In view of the fact that dental check-ups every 
six months are considered necessary, it does not 
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seem too much to ask for at least one thorough 
eye examination before a child starts to school. 
Any further ocular care will then depend on the 
results of this first test. 


CERTAIN OTHER OCULAR TROUBLES 


1. Congenital cataracts should be removed as 
soon as possible, provided they interfere seriously 
with vision. This is necessary because the retina 
of an eye that does not see cannot develop. If 
such an eye is operated later on, visual results may 
be disappointing. Open operation is not done—a 
simple discission being all that is needed. Local 
anesthetic, together with a few whiffs of ether, is 
all that is needed to permit the puncture which 
takes only an instant in the doing. 

2. Congenital occlusion of the nasal duct usu- 
ally occurs where it enters the nose under the 
inferior turbinate, and is simply an “imperforate 
membrane.” The lack of drainage results in early 
infection of the lacrimal sac, the pus from which 
comes back into the eye. This is a source of 
danger, for in case any corneal abrasion should 
occur, serious ulceration with loss of sight, or 
even the eye, is possible. This condition, there- 
fore, should be corrected as soon as possible, for, 
if permitted to continue, the sac inflammation may 
extend down the nasal duct and cause a complete 
occlusion. This is a difficult condition to handle 


in babies. Even if successful in getting a probe 
through the adhesions into the nose, they promptly 
readhere, and we are no better off. I have such 
an instance, as this is being written, in a nine- 


months-old child, whose medical adviser did not 
appreciate the need for prompt care and advised 
delay. 

Compression over the lacrimal sac will some- 
times rupture the membrane at the nasal end of 
the duct; but if several trials fail, there is no use 
in delaying the use of the probe. If treated this 
way early, there is seldom need for but the one 
probing. 

IN CONCLL.°ON 

Needless to say that you should refer all ocular 
troubles and anomalies to someone who is qualified 
to care for them—to observe and to do the right 
thing at the right time. You should not decide 
this by delaying reference till you think it should 


Fig. 1—Showing: 1. Course of single over cinch loops. 
2. Course of double over cinch loops. 3. Shortener, after 
straightening, which transfers the loops and makes the 
shortening. 
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be done. It is not fair to the ophthalmologist, not 
to speak of the patient, to refer to him a pair of 
eyes more or less damaged through delay, and this 
seems to be the rule rather than the exception. 
Why the family medical adviser shoud fail to have 
such important ocular troubles cared for at once 
by a competent oculist is beyond my compre- 
hension. This is my excuse for a possible over- 
emphasis. 
450 Sutter Street. 
DISCUSSION 


Ciirrorp Sweet, M.D. (242 Moss Avenue. Oak- 
land).—I want to emphasize each point that Doctor 
O’Connor has made, especially those concerning stra- 
bismus and a thorough refraction for every child in 
the preschool period of his life. ’ 

I agree most heartily that every child whom the 
general physician suspects of having strabismus should 
be referred to an oculist for study. However, a mere 
reference is all too often not sufficient. 
fearful that surgical treatment will be advised bv 
the oculist, may take the child to an optometrist 
(optician), thereby becoming victims of the ‘muscle 
training racket,” with consequent wasting not only 
of money, but, more important, invaluable time with 
its toll of increasing loss of vision. If the optometrist 
is not selling courses in muscle training, he at least 
sells a pair of glasses, which are very probably a 
misfit (no child’s eyes can be accurately refracted ex- 
cept under a mydriatic) and which, by allaying the 
parents’ fears, again cause the loss of vision through 
delay. If the parents follow advice to the point of 
consulting an oculist, and surgical treatment is ad- 
vised, the nature of the operation is often misunder- 
stood; fear that the child may lose his eye is promi- 
nent in their minds, and the family physician must 
be prepared, by patient, thorough teaching, to explain 
the safety of the operation and the consequences if 
it is not done. Since I have understood the O’Connor 
operation, I have been more able than formerly to 
persuade the parents of my patients to have the oper- 
ation done. 


The parents, 


Symmetrical pupillary reflections of a light men- 
tioned by Doctor O’Connor will often assist the phy- 
sician to detect the presence of strabismus which he 
might overlook under ordinary observation, and quite 
as often enable him to demonstrate deviation of the 
eyes to doubting parents. 

No child should enter school without having the 
benefit of a careful refraction under a mydriatic at the 
hands of a competent oculist. The rough test usually 
carried out with a standard reading chart is not suffi- 
cient. The child’s power of accommodation is suffi- 
ciently powerful to overcome serious refractive errors 
temporarily. Of course, when one refers his patient 
to an oculist who merely glances at the child’s eyes, 
or tests him only with a standard chart and says to the 
parents, “Oh, he’s all right,” no choice is left except 
to recommend another oculist who will use a mydri- 
atic, a retinoscope, and his best efforts, as well as the 
full measure of the child’s intelligence, to obtain the 
best possible refractive measurements. 

Congenitally imperforate tear ducts should be 
treated, as Dr. O’Connor states, by probing, after 
the treatment of gentle pressure over the lacrymal 
sac has failed. Parents of a child with this condition 
become confused, at times, when the physician has 
tried conservative treatment to the limits of safety, 
and then refers the child to an oculist, who after 
changing the color of the drops for instillation into 
the eye, advises waiting to see if the condition will 
be “outgrown.” 

Doctor O’Connor’s able effort to bring the 
problems of children forcibly to our attention is highly 
commendable. We, who limit our practice to certain 
fields of medicine, must learn to understand and bene- 


eye 
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fit by each other's knowledge and experience. Only 
by mutual understanding and helpfulness can we give 
our patients the service of which we are capable, to 
the end that the frequently expressed regrets for the 
passing of the family doctor will give place to ap- 
preciation for the results which only those of special 
training and long experience in more limited fields 
can obtain. : 

R 

GrorceE Newton Hosrorp, M.D. (490 Post Street, 
San Francisco).—Doctor O’Connor has been using 
his method so long and so successfully that it is only 
natural that he should be impatient with the re- 
luctance of the parents of cross-eyed children to per- 
mit the surgical treatment of the condition, and of 
pediatricians and general practitioners to advise it. 
However, I can remember, all too vividly, the days 
when I used, in succession, the Reese resection, the 
method of suturing of which is safe enough but sub- 
ject to a varying amount of slipping; the Worth ad- 

vancemient, with its haze urdous and uncertain scleral 
sutures; Meyer Wiener’s cumbersome goldplate modi- 
fication of the resection; and several of the other 
seventy-one modifications which have been described 
in the literature. In those days I was quite willing to 
wait until the child was seven (or even seventeen) 
years of age before attacking his strabismus with sur- 
gery. If I did not operate, I at least knew that the 
parent and medical adviser would not blame me for 
mdking the patient worse. I also knew that all the 
parent was interested in was the child’s appearance, 
and, unfortunately, this will always be the chief con- 
cern of the relatives. 

After learning Doctor O’Connor’s technique, and 
personally verifying every one of the advantages 
which he has enumerated to you today, I completely 
changed my point of view and I now share his en- 
thusiasm for early operation. 

If the visual acuity of the two eyes can be made 
approximately equal (not necessarily normal) early 
enough, there is a very excellent chance for binocular 
vision to develop spontaneously. If an orthopedic 
surgeon succeeds in straightening an infant’s club- 
foot, he does not have to teach him to walk. With a 
safe and positive technique at our disposal, we may 
and should operate early; and although we may have 
to use the improvement in appearance and the psy- 
chological benefits as the chief arguments in over- 
coming the apprehension of parents (which, after all, 
is well founded, because of the relatively poor results 
obtainable by the older methods). We can frequently 
confer the vastly more important blessing of binocular 
vision, with no additional expense or trouble and much 
to the gratification of all concerned. It is my belief 
that the O’Connor technique will be remembered and 
practiced long after all the other oculists of this 
generation are forgotten. 


*% 

A. Woop, M. D. (400 Twenty-ninth Street, Oak- 
land).—The importance of the early diagnosis and 
treatment of strabismus is brought home to us forci- 
bly when we find a child who has lost the vision in 
his deviating eye. There is certainly no room for 
argument here, nor again when we discover a child 
who has fallen out of line at school and been stigma- 
tized as a delinquent or a mental deficient just for 
want of an eye examination. 

I certainly agree that children should be tested be- 
fore entering school. As to the operation itself, I can 
testify from personal experience to the great benefits 
and safety of the cinch-shortening method. One of the 
best arguments for it, too, as once expressed by 
Doctor O’Connor, is this: “You have nothing to lose.” 


®& 
Docror O'Connor (Closing).—I wish to thank the 


discussers for their remarks, which are more than 
kind, and also for reémphasizing my contentions. 
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UROLOGY—THE PLACE OF PERSONAL 
VALUES THEREIN * 


By Epwarp W. Beacu, M. D. 


Sacramento 


Discussion by Victor G. Vecki, M.D., San Francisco: 
Julian M. Wolfsohn, M.D., San Francisco. 


HE clinician must always reckon with per- 

sonal values in both medicine and surg ery; 
yet, oddly enough, nothing is more difficult of 
definition or determination. These personal values 
are of necessity all relative, and their enigmatical 
totality expressed by the personality, offers no 
peaceful picture, but a changing, moving, dynamic 
pantomime of reactions. P 


The urologist must familiarize himself with 
these reactions because satisfactory management 
of many patients waits upon a deeper analytic 
knowledge of their make-up. Perhaps no other 
specialist is consulted by more discordant indi- 
viduals, 7. e., individuals known as_neurotics, 
“borderline” dwellers, mattoids, maladjusted types, 
constitutional defectives, psychopathic _personali- 
ties, etc. The basic reason for this lies in the fact 
that the discordant personality devotes more time 
and attention to sex than his concordant brother; 
so much so, that a reliable account of his sexual 
activities provides a sort of index to the degree 
of discordancy. 


Notwithstanding these pertinent facts, the bril- 
liant surgical chapter in urology exhibits no 
counterpart in understanding of. the individual 
per se; and with this thought in mind an effort is 
made herein to work out a practical scheme for 
better comprehension of these individual values. 


We consider personal values in a relative sense 
like space and time, because of our inability to 
define personality in the absolute. Both the axio- 
litic view (the Good, the Beautiful, the True, and 
possibly the Holy) as well as the non-axiolitic 
tenet, with its pragmatical or extra mental endow- 
ment, fall short, it seems to us, of the perfect 
personality mark. We accept the latter as a tran- 
scendental principle, exactly as the physicist ac- 
cepts an eternal existence. The physicist defines 
space as a three-dimensional extension (infinitude 
of planes with lines erected) in a four-dimensional 
world (infinitude of three dimensional spaces 
with time as the fourth dimension. These two are 
thus united by the speed of light. An existence 
removed from time, literally an eternal one, is 
then outside the restraining influence of light’ 
speed, and hence a “something” without space. 
This “something,” like personality i in the absolute, 
is impossible of conception. 

Structurally we conceive the personality as an 
admixture of static and dynamic qualities, each 
reciprocal and all united in a living, changing 
entity functioning as a unit. Personality is influ- 
enced by environment and tinctured by the era oi 
existence. For better comprehension of person- 
ality, three phases appear mandatory: (1) Its 
psychobiologic factors; (2) its causal or construc- 

* Read before the Urology Section of the Californi 


Medical Association at the sixty-third annual session 
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tional analysis; (3) its final or teleological aspects. 
Most authors develop one phase and neglect 
others, so that the perplexed clinician attends a 
Pantagruelian trial, with the exception that he, 
unlike the contestants, is dissatisfied. He either 
quits in disgust or agrees with Sir Peter Teazle, 
“Tt’s a damn bad world,” at least the personality 
world. We feel that these divisions are all strings 
on the same fiddle, and all must be used to judge 
the instrument. 


PSYCHO-BIOLOGIC FACTORS 


Anyone dubious of the mutual relationship and 
interdependence of mind and body should read 
the “Life and Letters of Charles Darwin” for 
graphic evidence. Like hydrogen and oxygen in 
the water molecule, both mind and body are essen- 
tial to the personality molecule. The exact charge 
each atom bears, 7. ¢., the exact somatic influence 
on the psychic horizon, and vice versa, is equivo- 
cal. A balanced personality presupposes resonance 
between body and mind, and it requires little 
imagination to conceive the incongruity of an 
Egyptian body type with Herculean impulses and 
psychic tempo. 

Kretschmer has broadly grouped individuals 
according to body form into: (1) The long, lean 
asthenic or leptosome; (2) the tall sthenic or 
athletic; (3) the short and stocky or pyknic; 
(4) the special dysplastic types. The endocrine 
role in (4) is often prominent, but in the other 
groups not so clearly defined. With the psychi- 
atrist’s outlook he associates (1) and (2) inti- 
mately or remotely with the schizo personalities, 
and (3) with the cyclic personalities. He feels 
that schizo characteristics, residual in the healthy 
leptosome, when hypertrophied result in schizo- 
phrenia, and that all degrees between the healthy 
schizothymic and mental sickness exists. In the 
cyclo group there exists a range between the hypo- 
manic and the depressive. The schizo group he 
judges from character standpoint, and the cyclic 
from the temperament standpoint. 

In the schizo group something goes awry inside 
and the individual lives within himself. There 
exists an antithesis between the “I” and environ- 
ment, often an insurmountable barrier, as a “pane 
of glass.” There is a peculiar combination of cold 
affectivity and warm idealistic sensitivity. Since 
the road of environmental adjustment is difficult. 
solace is found in books or love of nature, and 
detours into the bypasses of fanaticism, idealism, 
and despotism are frequent. The cyclic group 
more easily adjusts to environment, and hence 
complexes are rare. 

Of urological interest, the sexual life of the 
asthenic-autistic group is often placid and dis- 
tinguished by a richness of eroticism with a 
paucity of the physical element. Auto-eroticism, 
especially narcistic inclusions, uncertainty of 
sexual object, with mother fixation complexes 
are logical developments. Sometimes suppressed 
carnal desires are endowed with a religious cloak, 
as exemplified by Dante’s “Vita Nuova” to 
Beatrice. In the more athletic types, the physical 
element predominates. In the cyclopyknic group. 
the sexual life flows like a harmonious motif 
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throughout the life theme ; it rarely becomes short- 
circuited and gives the owner little concern other 
than activity. 


CONSTRUCTIONAL CONSIDERATIONS 


Through these treacherous waters we _ take 
Eugen Kahn as our pilot. We do not here treat 
of the intellect other than to state that a gifted 
intellect is often possessed by the discordant per- 
sonality, as though nature had tried to make 
amends for her unkindness. Many geniuses in 
music, art, literature, science, and philosophy sub- 
stantiate this contention. 

To facilitate study of causality, we artificially 
cleave the personality into three strata from below 
upward: (1) impulses; (2) temperament; (3) 
character. 

Impulses are founded on the physical. An im- 
pulse may be defined as a compelling urge to ful- 
fillment of a biologic need. These are the basic 
impulses : the preservation of life with its various 
ramifications, as hunger, thirst, flight, etc., self- 
development and the procreative impulse. Con- 
summation of an impulse brings pleasure, while 
denial brings displeasure, and hence their psychic 
rapport is apparent. All nascent impulses are con- 
sidered amorphous, and hence in their evolution 
may be interchanged or annexed to any strata. 

Temperament rests on both the physical and 
the impulses, but has a greater psychic derivation 
than the latter. Temperament collects and bundles 
the impulses, so to speak, and transforms these 
along with the bioplasmic expression in a step-up 
manner to the higher strata of character. Tem- 
perament, likewise, acts as a step-down trans- 
former from character to the lower levels of the 
physical and the impulses. Its emotionality is 
judged by its excitability, its inner course and ex- 
pression. Conduction, without temperament par- 
ticipation, from the lower to the higher strata, anc 
vice versa, is constantly in progress. 

Character, being energized by the two lower 
strata, now directs the personality through en- 
vironment. “It is both the ship and pilot,” as 
Kahn states. Each process in its finality again 
spreads downward to temperament, the impulses 
and the physical, since each process involves the 
personality as a unit. 

In all individuals we can distinguish these three 
strata. They are exactly comparable to contra- 
puntal form, since all three instruments are used 
simultaneously to produce a euphonious combina- 
tion (the concordant personality) without loss of 
individuality of any instrument. Now, in the dis- 
cordant personality we still have the three instru- 
ments, and they retain individuality; but one 
instrument is flatted or sharped so that a non- 
musical or disharmonious combination results. 
This emanates from one instrument, but must of 
necessity affect the tonality of the other two 
instruments. It follows that not everything in 
such a personality is discordant, but a quantitative 
dent on one strata necessitates a compensatory 
bulge on the others, or reciprocal involvement of 
all the strata. This deviation may be clinically 
most discernible on any of the three strata. Such 
a personality in proportion to the deviatory quo- 
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tient suffers internal friction, dissipates his energy 
and often, like Falstaff, melts in his own grease. 


THE TELEOLOGICAL CONSIDERATIONS 


We now consider the finality or purposefulness 
of the personality after the ideas of William 
Stern. In childhood we have only ego purposes 
(autotely) to be considered ; but as the adult stage 
is reached, the horizon widens, and then follows 
the development of foreign or non-ego purposes 
(heterotely) 7. ¢., those concerned with family, 
society, state, Godhead, etc. The autotely, by a 
process of introception, is incorporated into the 
heterotely, so that a fine balance accrues (ortho- 
tely) which directs the individual toward the 
proper aim or goal. The physical, impulses, tem- 
perament and character comprise the autotely, but 
character becomes the determinative factor in 
heterotely by balancing the two and directing the 
personality toward the true goal. 

Christ said, “When I was a child, I thought as 
a child, I understood as a child, I spake as a child; 
but when I became a man, I put away childish 
things,” and the shift from autotely to heterotely 
is apparent with directional substitution of the 
proper goal for the false one of childhood. The 
advanced socialized teaching of Christ, with its 
total self-abnegation or altruism, represents the 
fastigium of non-ego purpose development. Con- 
versely, Nietzsche apotheosizes the “I,” or auto- 
tely, with his brutal Superman, and honorable 
mention goes to Zola (La Travail, for example) 
for his doctrine of work for material enjoyment 
or self-enhancement. 

The concordant individual strikes a happy me- 
dium between the two, striving always for hetero- 
tely preponderance. The discordant personality, 
with asynartetic strata, fails of proper develop- 
ment, and hence has exaggerated or false ego 
values with which he struggles toward the false 
goal of personal prestige. 

In the struggle with environment, a plethora of 
persistent ego values or developmental anachro- 
nisms proportionately increases the frictional co- 
efficient, and the infantile adult often uses defen- 
sive mechanisms, subterfuges and transpositional 
excuses in direct ratio to his inadequacy. The 


latter condition likewise may temporarily accrue 
in the more harmonious personality through dissi- 


pation of energy in the battle with 


a_ hostile 
environment or formidable obstacles. 


CONSTITUTIONAL INADEQUACY 


Frequently these discordant personalities, be- 
cause of their inherent asymmetry and rococco 
embellishments, are unable to cope with life’s 
gencies 


eX1- 
and this inadequacy may be transposed 
and expressed in the somatic realm inclusion of 
the genito-urinary system. In this category is the 
hysterical personality, who remained a child ex- 
cept for knowledge of frustration displeasure, but 
posed as an adult, with the concomitant referred 
pains, frigidity, eroticism, uncertain sexual object, 
and pseudologistic tendencies. Again, many so- 
called ‘“‘neurasthenics” belong here with their 
vague and bizarre pains, their “phobias” and their 
ever-present impotency. 
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These personalities may be compared to an air- 
plane whose motor (physical endowment) is of 
fair construction, but rarely powerful, and whose 
air-foils and leading contours ( psychic equip- 
ment) are so illy- designed that the lift coefficient, 
with full throttle, just overcomes the parasitic 
drag. Now comes inclement weather (environ- 
mental demands or vicissitudes of life) and the 
ship rolls, pitches, yaws, loses altitude and must 
descend (nervous breakdown). Her desi sign may 
be so poor that no take-off is possible (psy- 
chosis), or if she begins to climb, she rotates 
about her own axis with rapid dissolution. Her 
motor may be thought responsible, but no amount 
of “tuning” will render such a ship efficient, even 
in fair weather. With such aerodynamic construc- 
tion, she will “hunt” on the slightest pretext and 
can never vie with Pegasus under any circum- 
stances. However, since each personality repre- 
sents certain avigational possibilities, an individual 
performance curve should be attempted so that 
the demands, in a measure, may be tempered to 
the capacity. 

SEXUAL PHENOMENA 

The sexual impulse is one of the basic triad, if 
not the most elemental of all. In the concordant 
individual it is a silent yet potent activator blend- 
ing without precipitation ; but in the discordant 
personality it is a veritable “sore thumb,” pro- 
truding in unexpected places and often bedecked 
in fantastic wrapping. 

With certain reservations, the sexual impuls¢ 
in personality is comparable to the grid charge in 
a triode vacuum tube, since a change in poten- 
tiality or polarity here is followed by correspond- 
ingly wider alteration in electrostatic perform- 
ance, i. ¢., in the ionic stream between filament 
and plate. Similarly, a change of potentiality or 
polarity in the sexual charge is amplified in the 
behavior of the personality, and this constitutes 
a rough index for the degree of discordancy. 
Most all discordant people, commensurate with 
the disharmony show sexual deviation, ranging 
in scale from slight aberration to actual sexual 
madness. 

Prior to puberty sex consists mostly, if not 
entirely, of eroticism. Don Quixote’s love for 
Dulcinea exemplifies the erotic tendency, an in- 
clination to worship from afar, usually associated 
intimately with articles of the beloved and pedes- 
tal elevation or idealization. In the more advanced 
types, the article itself constitutes a fetish or sym- 
bol for the sum and total of the sexual expression. 
The writings of Bretonne add much to our knowl- 
edge of this subject. Postpuberal protraction ot 
the erotic attribute in various degrees, spells in- 
ornate vanity, self-gratification, mother fixation 
and uncertainty of sexual object. The latter may 
be projected into bi-sexualism or hemosexual pro- 
clivities. 

With the advent of puberty, or thereabouts, the 
erotic tendency is incorporated into and supple- 
mented by the physical or libidinous development, 
so that sex then partakes of both phases. Our 
discordant hero may, therefore, enact the role 
of Tristan with Isolde in one part, and Samson 
with Delilah in another, in absence of a common 
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recipient. Certain hyperhedonistic types, which 
Dante relegated to the circle of high winds, are 
probably the result of sthenic impulses which 
notch the character and cause the individual to 
set all sail in a carnal direction. However, these 
sexual beings like Casanavia, Don Juan, Byron, 
Cleopatra, Messalina, etc., all apparently retain a 
kernel of sexual infantilism. 


Hemosexual proclivities may be either inherited 
or acquired, it seems. The active or passive réle 
is determined somewhat by the biophysical con- 
stitution. Berman Bang, the Danish poet, sheds 
light on this subject; but much remains to be 
learned about these inverted types. 


Sadism and masochism are intimately related, 
and exist in every cosmos to some extent. The 
former, named after Count de Sade, who pos- 
sesses the doubtful distinction of being the only 
romancer to advocate vice, signifies cruelty in 
connection with the sexual act, either as an ad- 
junct or substitute. It ranges from slight mental 
hostility to the unspeakable atrocities of Gilles de 
Rays. It is usually a masculine constituent, an 
evidence of will to power; but is also found in 
intersexual personalities of feminine persuasion. 
Catherine de Medici affords a notable example. 
Masochism, so called after Sacher Masoch, indi- 
cates desire for pain in connection with or in 
lieu of the sexual act, really the desire to yield 
raised to the superlative, and is, therefore, most 
often a feminine inclusion. In the male sex, Rous- 
seau affords a classical illustration, with his pleas- 
ure in flagellation. Intersexual personalities often 
present a jumble of sadomasochistic tendencies 
corresponding somewhat to their androgynous 
physiques. : 

If the sex “ray” is passed through a Newtonian 
prism, the resultant spectrum includes all of these 
deviations ; but our discordant hero represents an 
imperfect prism, hence this irrationality of dis- 
persion phenomena. Study of these components 
in their dispersed forms provides a key to the 
“normal” sex equation, exactly as “forbidden” 
forms of oxygen and hydrogen in the nebular of 
Orion furnish a key to transformation of matter 
(bottled radiant energy) into radiation (unbottled 
energy or light). 

CONCLUSIONS 


We have utilized the three tangible keyboards 
(the psychobiological aspects, the causality, and 
the finality) of personality, both individually and 
collectively, in an effort to formulate a workable 
scheme for its comprehension. We are fully aware 
that our scheme has its limitations, but feel it 
serves a practical purpose. 

According to our interpretation, despite the large 
number of variants in the personality nucleus, the 
impulses, temperament and character are constants 
(qualitatively identical), although they exist in 
different amounts (quantitative deviation) and are 
hence employed in a different manner for different 
purposes by each individual. 

Constitutional inadequacy, either because of 
developmental anachronisms or extraordinary en- 
vironmental demands, and which therefore is 
permanent or temporary, depending upon the etio- 
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logic factor, is often expressed in somatic terms. 
This expression or transposition may be produc- 
tive of physical symptoms anywhere along the 
line and particularly in the genito-urinary domain. 

Sex is one of the “motors” of personality. If 
the motor “misses” or performs badly its action 
is amplified in the behavior of the personality. 
The sex equation serves as a loose index to the 
degree of discordancy, and therefore the greater 
the discordancy, the wider the sex oscillation with 
its ramifications. 

We have attempted this article in somewhat the 
same spirit, and for much the same reason; that 
Colonel Sellers placed a candle in the parlor stove, 
hoping thereby to shed some light and to serve 
some useful purpose in absence of better fuel. We 
feel that it is only by the keenest observation and 
the deepest thought on the part of many medical 
minds, that the truth concerning personality may 
be reached.* 

Medico-Dental Building. 


DISCUSSION 


Victor G. Vecki, M. D. (450 Sutter Street, San Fran- 
cisco).—We certainly are progressing. When, in 1914, 
I read before the annual meeting of the American 
Urological Association my paper, entitled “Psycho- 
therapy in Urology,” I was led by ideas similar to 
those expressed in Doctor Beach’s admirable paper, 
which certainly requires and deserves careful study 
and consideration. 

At that time I did not endeavor to penetrate into 
the stratosphere of “the place of personal values” of 
our patients, but I am quite sure that the results 
of our therapeutic endeavors would be considerably 
better in a number of cases if the differences of per- 
sonality were always duly considered. 


% 

Jutian M. Wotrsoun, M.D. (490 Post Street, San 
Francisco).—In this paper Doctor Beach has given 
us necessarily all too condensed a summary of his 
wide reading not only in classical and scientific litera- 
ture, but of his experiences in clinical urology. 

Without enlarging on the subject-matter in this 
extraordinary contribution, one may stress the point 
that what Doctor Beach has pointed out, so far as 
urology is concerned, obtains also in gynecology, and 
to a lesser extent in the other domains of medicine. 

The individual must always be considered from the 
clinical standpoint as an integration of the psycho- 
biological together with the somatic. When even one 
part of either of these spheres shows a deviation, the 
whole organism is affected proportionately. 

To enlarge further upon this subject at this time 
would only reiterate what Doctor Beach has only too 
well emphasized. 


The modern psychiatric approach in practice, which 
Doctor Beach has adopted, is that which Dr. Adolph 
Meyer promulgated years ago, and is now accepted by 
psychiatrists in general, namely, the psychobiological 
as influenced by heredity, environment, and organic 
function. 


As the science of modern medicine becomes better 
understood, physicians specializing in different fields 
begin to find their functions overlapping with other 
fields only recently considered quite independent, and 
with this conception above enumerated we shall have 
a happy rapprochment between the urologist and the 
psychiatrist; both of whom should work together on 
the same problems, but each from a different vantage 


tIn preparation of this article the author has leaned 
somewhat heavily on E. Kahn, taking numerous basic 
ideas as well as the terms “‘concordant’”’ and ‘‘discordant’”’ 
from his valuable book, ‘‘Psychopathic Personalities.” 
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point, attempting to reconstruct a machine which will 
give the most perfect performance possible. 

This paper should be re-read and studied carefully, 
for the meat of its contents is in very concentrated 
form. 


Docror Beacw (Closing).—I am grateful to you, 
gentlemen, for the indulgence and leniency shown me 
in your discussion. Twelve years of priceless intima- 
cies and close psychic rapport with the urological 
patient, drawn from every walk of life, has furnished 
me, as well as most of my urological brethren, a 
different perspective and a new horizon. The latter 
is responsible for my extraordinary interest in the 
subject of personality. Perhaps not all of these ideas 
are unequivocal, but they represent some thoughts 
gleaned in the search of a deeper and better com- 
prehension, especially as to the “How?” “Why?” and 
“For what reason?” of it all. : 


NUMMULAR ECZEMA* 


By Ernest Dwicut Cuipman, M. D. 
San Francisco 
Discussion by William H. Goeckerman, 


Angeles; Kendal Frost, M.D., Los 
Morrow, M.D., San Francisco. 


M.D., Los 
Angeles; Howard 


HE ordinary eczematous patch is indistinct in 

outline. The insensible blending of the dis- 
eased with the healthy area is, in fact, a cardinal 
diagnostic point. There is, however, at least one 
form of eczema which presents a border so sharply 
defined that it has been given such designations 
as orbicular, discoid, circumscribed, herpetoid, 
nummular, and possibly still others. Of all these, 
none seems more appropriate than nummular for, 
meaning coin-shaped, the name indicates a circular 
configuration as well as a clearly defined margin. 


American textbooks grant little space to num- 
mular eczema, although it is given complete recog- 
nition by E ‘uropean writers. The importance 
which Brocq? attached to it is evidenced by his 
division of eczema into four types, viz., (1) true 
vesicular eczema (amorphous eczema of Dever- 
gie), (2) papulovesicular eczema, (3) nummular 
eczema, (4+) erythematous eczema. 


STRIKING CHARACTERS OF NUMMULAR 
ECZEMA 


The striking characters of nummular eczema 
are the circular, or sometimes oval, form and the 
sharp outline. The lesions are circumscribed by 
a clearly defined circular border outside of which 
the appearance is perfectly normal, and inside of 
which the protean manifestations of ordinary 
eczema may be present. So sharp is the outline 
of these lesions that a ringworm infection is at 
once suggested. 

While plaques may appear on any portion of 
the body, the favored sites are the arms and hands, 
more particularly the dorsal surface of the hands 
and fingers 

The size of the plaques is variable. They may 
be as small as a twenty-five-cent piece or as large 
as the palm of the hand. The average size is per- 
he aps slightly larger than that of a silver dollar. 


* Read before the Dermatology and Syphilology Section 
of the California Medical Association at the sixty-third 
annual session, Riverside, April 30 to May 3, 1934. 
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They are often quite rebellious to treatment, and 
when they yield they are prone to recur, the re- 
currence choosing the same or a near-by site, 
A distinctive feature is that the plaques attain 
their full development at once, not spreading con- 
centrically as in ringworm. 


While commonly the lesion retains the same 
appearance throughout the entire extent of the 
nummular plaque, it happens at times that the 
center fades with a disappearance of all, or nearly 
all of the vesicles, while the borders become ac- 
tively inflamed and vesicular. This variety more 
closely resembles ringworm than the ordinary 
type, and is designated by Brocq? as the trico- 
phytoid form. 


ETIOLOGIC CLASSIFICATION 


Upon an etiologic basis French writers consider 
subvarieties such as (1) traumatic, (2) alimen- 
tary or toxic, (3) neuro-arthritic, and (4) reflex. 
The original description of arthritic eczema by 
Bazin corresponds exactly with our present-day 
picture of nummular eczema. It is interesting to 
note the emphasis which is placed upon the nervy- 
ous system by the French, who refer constantly 
to arthritic or neuro-arthritic types of eczema. 
The recognition of the reflex variety adds another 
reason for the confusion which seems to exist 
in some quarters as to the relationship between 
nummular and what is called neurotic eczema. 
This subject will recur presently. 

As to the mechanism whereby the lesions occur 
in sharply defined plaques, Brocq offered the sug- 
gestion that they choose areas of diminished re- 
sistance comparable to the fixed drug eruptions. 


SECONDARY NUMMULAR FORMS 


Thus far our discussion has been limited to 
original or primary forms; but by other means 
secondary nummular forms may be produced. 
These may cause confusion. First, is the transi- 
tion of a primary amorphous patch into a shi irply 
defined plaque by reason of invasion by bacteria 
or fungi. Next is the development of an eczema- 
tization upon a preéxisting, sharply defined der- 
matosis such as parapsoriasis, tricophytosis, even 
certain syphilids, tuberculids, and dermatophytids. 
This last item is of present-day importance, when 
so much confusion exists concerning the concept 
of dermatophytids. Also to be remembered is the 
ease with which a neurodermite becomes eczemia- 
tized. 

The situation, already complicated by the neces- 
sity of distinguishing between primary and sec- 
ondary forms, is rendered more difficult by the 
description of like pictures under different names. 
Especially confusing at times is the designation 01 
an eruption as neurotic eczema. A brief review 
of this topic will be worth while. 


NEUROTIC ECZEMA 


The idea of neurotic eczema first became promi- 
nent in this country following the publication o! 
a paper by Bulkley * in 1898, in which he dealt 
with various forms or phases of nerve disturb- 
ances seen in connection with neurotic eczema. 
These were considered under the following heads: 
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(1) neurasthenia, (2) nervous and mental shock, 
(3) reflex phenomena of internal or peripheral 
origin, and (4) neuroses, either structural or 
functional. Commonly, the diagnosis of neurotic 
eczema was made on the basis of a phimosis or 
the advent of a new tooth. Eruptions which oc- 
curred on the arms or legs in a linear distribu- 
tion, or in anything approximating the course of 
a nerve, were called neurotic. 

In these cases there appears to be some basis 
for using the term “neurotic,” as the supposition 
of definite nerve involvement seems tenable. In 
many instances, however, the term “‘neurotic”’ has 
been applied simply because the subject was obvi- 
ously a nervous individual, quite as the older 
generation used the term “gouty eczema,” to cover 
any eczema which occurred in an arthritic subject. 


We shall be upon much safer ground if we limit 
the use of the term “neurotic” to those cases in 
which there is definite nerve pathology, and for 
the rest accept the doctrine that the neurogenous 
background may be a participating factor in any 
case of eczema, whether nummular or amorphous, 
and that possibly it may be the prime factor in 
some cases. 

There are those who use the terms “nummular” 
and “neurotic” interchangeably. It is readily 
granted that nummular eczemas exist upon a neu- 
rotic basis, but not all neurotic eczemas take on 
the nummular configuration. It is quite possible 
that the distinction is not important, as long as 
we recognize the etiologic factors. And while it 


may not be possible to designate any particular 
reaction as neurotic because of its specific morph- 


ology, there is, nevertheless, a series of reactions, 
familiar to us all, which extends from the typical 
circular marginate nummular all the way down to 
the little amorphous patch in which the nervous 
system seems to give a clue to the dominant etio- 
logic note. There are all degrees of sharp out- 
line, some only suggesting a circle, some linear 
in distribution suggesting nerve involvement, as in 
zoster and accounting for the old term “herpe- 
toid.” Some, but not all, are rebellious to treat- 
ment, and some but not all, have a tendency to 
recur. Most commonly, the subjects are women 
of neurotic temperament, or those who have had 
emotional upsets or are depressed with worries. 
But if the lesions are not sharply defined circular 
plaques, they should not be called nummular ; and 
unless there is evidence of definite nerve pa- 
thology, they should not be called neurotic. 


CIRCUMSCRIBED ECZEMA OF 
SCHOOL 


THE VIENNA 


writers called nummular was 
termed “circumscribed eczema” by the Vienna 
School. The latter considered eczema ani as in- 
cluded in this type, although today we sometimes 
attribute the sharp outline of this affection either 
to primary or secondary mycotic or bacterial in- 
vasion. Ehrmann emphasized the statement that 
circumscribed eczemas may be of internal origin. 
As an example, he cited chronic appendicitis as 
an etiologic factor. This is of interest today, as 
his observation antedated the doctrine of focal 


What French 
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though not the idea that circumscribed 
action 


infection, 
eczemas may occur as the result of reflex 
from some disordered internal organ. 


SUMMARY 


We may summarize briefly the questions of 
etiology, diagnosis, and treatment, 

Etiology—Of course, if we knew the precise 
cause we would be speaking of dermatitis and 
not of eczema. We may seek, however, an ap- 
praisal of possible etiologic factors. Doing this 
it seems to me that, granting its most frequent 
sites are the exposed surfaces of the hands, and 
making due allowance for the effects of traumata, 
our primary search should be for some internal 
disorder. Whether it be the result of toxemia, of 
focal infection, or reflex action or of what not, the 
sudden appearance of a plaque in full develop- 
ment renders the concept of internal causation 
most plausible. 

Diagnosis——The diagnosis of the ordinary pri- 
mary form is simple. “The tricophytoid form so 
completely mimics ringworm that we will make 
microscopic examinations when the history tells us 
that we shall find nothing. The composite forms 
often call for diagnostic acumen. They require 
complete history-taking, careful analysis of the 
lesions and a determination of what the primary 
or essential elements may have been. Those sec- 
ondary forms which were originally amorphous 
had better be referred to as having undergone 
nummularization. This makes for clarity in our 
own minds, and serves as well our efforts at de- 
scription. 

Treatment.—The subject of treatment requires 
little discussion. The lesions are rebellious to local 
treatment, although at times they yield to frac- 
tional doses of x-ray and the application of crude 
coal tar. They are very prone to recur, however, 
which suggests an undiscovered cause. What ap- 


_ pears most logical is to regard the lesion as a 


cutaneous reaction, the outward expression of 
something wrong within. This calls for a com- 
plete survey of the patient from A to Z. 

Borderline Cases—One more question arises, 
viz., are we dealing with an eczema, or something 
which will one day be taken out of that mass of 
reactions from which already so many entities 
have been abstracted? 

The only reasons for calling it eczema are that 
it oozes and itches, and that we do not know its 
cause. The same is true of dermatitis herpeti- 
formis and granuloma fungoides. My own feeling 
is that the name has been handed down to us by 
a former generation in which 75 per cent of der- 
matoses were given the label of eczema, but that 
some time in the future we may find a new name 
on the basis of definite knowledge attained. 

REPORT OF CASE 

A case history is appended. 

Mrs. S. complained of an eruption on the dorsal 
surface of the right hand of several weeks’ duration. 
The general history revealed a nervous state, with 
chronic colitis. The eruption was recurrent and_its ap- 


pearance coincided with exacerbations of the intestinal 
condition. 
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Upon inspection, an annular lesion the size of a fifty- 
cent piece was found. The sharply defined margin 
was composed of fine vesicles. The center was clear. 
The patch was of the same size as at its inception, 
but the central portion had gradually become clear, 
leaving only the margin. Itching was moderate. Quite 
close by were two small erythematous patches, the 
size of a large split pea. 

In spite of the history of recurrence, in spite of the 
evolution, the appearance of ringworm was so great 
and the satellite lesions so suggestive of dermatophy- 
tids, that scrapings were made. These were negative, 
however, for fungi. After two fractional doses of 
x-ray, plus local applications of crude coal tar, the 
lesions disappeared. I believe that this patient pre- 
sented lesions of the tricophytoid type described by 
Brocq. 

2000 Van Ness Avenue. 
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DISCUSSION 

Wittiam H. Goecxerman, M.D. (1680 North Vine 
Street, Los Angeles).—So-called nummular eczema 
has interested me for many years because of its dis- 
tinctive clinical behavior and appearance. It can 
easily be differentiated from the ordinary forms of 
eczema. When I first became familiar with this skin 
picture, it was spoken of as impetigo circinata. The 
late Doctor Harris of Chicago was especially inter- 
ested in it, and frequently called attention to its dis- 
tinctive characteristics. Somewhat later I had a tend- 
ency to place it under so-called infectious eczematoid 
dermatitis. As our knowledge of the probable mecha- 
nism of trichophytids increased, there was some tend- 
ency to explain its peculiar behavior and configuration 
on this etiologic basis, although I, personally, never 
could see much reason for this. However, in the light 
of still further studies on trichophytids, it seems to 
me worth while to study such cases further from the 
standpoint of trichophytosis. In a number of in- 
stances in my experience where the skin lesions were 
present in patients with early pernicious anemia and 


diabetes, it was only after the systemic condition was | 


materially improved that the treatment of this form of 
eczema proved satisfactory. I should not like to draw 
any definite deductions from this observation except 
that I have learned to look carefully for some sys- 
temic disturbances, even if the patient seems quite 
well. I doubt if we can devise any fully satisfactory 
term for this skin picture other than a descriptive one, 
until we know more about its causation. There is no 
doubt in my mind that the eruption is distinctive in 
its clinical behavior and appearance. 


Kenpat Frost, M. D. (1930 Wilshire Boulevard, Los 
Angeles).—This group of eczematous eruptions forms 
a relatively small percentage in the large group of 
eczemas, yet it is of considerable importance in this 
differential diagnosis of circumscribed eczematoid 
eruptions. The two major conditions to consider in 
this regard are (1) eczematoid ringworm or dermato- 
phytosis, and (2) infectious eczematoid dermatitis. 
These two conditions may resemble nummular eczema 
very closely, yet the etiologic factors of each result 
in a radical difference in therapeutic principle. The 
fungus of the eczematoid ringworm reacts to keto- 
lytic and antiparasitic agents which aggravate both 
the nummular and the eczematoid lesion. The latter 
being a low-grade pus infection, reacts therapeutically 
similarly to a pure eczema, as far as local treatment is 
concerned. Its major importance lies in discovering 
the source of infection, as against the more subtile 
metabolic etiology of the nummular eczemas. 
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Howarp Morrow, M. D. (384 Post Street, San Fran- 
cisco).—The question of the classification of the ecze- 
mas is one which has evoked controversy for many 
years. With increasing knowledge, a number of dis- 
ease entities have been separated from the category 
of eczema. Nevertheless, this term continues to be 
used to classify a group of eruptions which, clinically, 
are not very closely related. The condition which the 
author designates as nummular eczema is recognized 
by most dermatologists under various names, includ- 
ing papulovesicular and neurotic eczema. The latter 
term is objectionable, in that it causes confusion with 
neurodermite (lichen simplex chronicus of Vidal, etc.). 
Furthermore, a neurogenic etiology is rarely demon- 
strable. For the present we must recognize the fact 
that there is such an entity as nummular or papulo- 
vesicular eczema, and hope that eventually an etio- 
logic factor will be determined which will allow us to 
give it a more satisfactory term. 


MUSCLE AND TENDON INJURIES—IN 
THE SHOULDER REGION* 


By Ravpx Soto-Ha tt, M. D. 
AND 
Keene O. HatpemMan, M.D. 
San Francisco 


Discussion by Hugh T. Jones, M.D., Los Angeles; 
Edgar L. Gilcreest, M.D., San Francisco; J. Minton 
Meherin, M.D., San Francisco. 


UE to the numerous complex structures in- 

volved, the diagnosis of injuries to the shoul- 
der region has been inexact and often erroneous. 
A great interest has been awakened recently in 
the diagnosis and treatment of these muscle and 
tendon injuries. Recent workers have emphasized 
the fact that the actual pathology is often over- 
looked, and the diagnosis of sprain or arthritis 
is made with the result that proper treatment is 
not instituted early, and that disability is unduly 
prolonged or made permanent. Many of the cases 
in our series exemplify this point. 

We have studied eighty-eight consecutive cases 
of muscle and tendon injury, of which number 
40 per cent occurred in the region of the shoulder. 
The following represents the frequency of such 
injuries in our series: Supraspinatus tear, 13; 
biceps (long head) rupture, 6; biceps (short 
head) rupture, 2; biceps (slipping long head), 2: 
triceps rupture, 2; rhomboideus major, 6; latis- 
simus dorsi, 2; trapezius, 1. 


SUPRASPINATUS TEAR 


A complete or incomplete tear of the supra- 
spinatus tendon, where it forms the roof of the 
shoulder joint, was first described by Codman* 
in 1906. Since that time additional reports. to- 
gether with papers by Brickner? and by Wilson. 
have demonstrated that many cases of “painful 
shoulder” or “subdeltoid bursitis” are actually 
due to a rupture of the supraspinatus tendon. 
Ackerson and Codman‘ have observed a complete 
or partial tear of the supraspinatus tendon in 
39 per cent of one hundred specimens of shoulders 
which were dissected. This finding, we believe, 
does not concur with observations made by other 

*Read before the Industrial Medicine and Surgery Sec- 


tion of the California Medical Association at the sixty-third 
annual session, Riverside, April 30 to May 3, 1934. 





November, 1934 


anatomists, nor with our own clinical experience. 
In order to separate those cases in which attri- 
tional and degenerative changes in the floor of 
the bursa are simulating injury to the supra- 
spinatus muscle, we have devised a_ routine 
method of examination for the differentiation of 
these conditions. 

The supraspinatus tendon becomes liable to 
rupture with advancing years, although some 
rather severe trauma, such as a fall on the shoul- 
der, is usually the immediate cause of the tear. 
A typical case would have no symptoms prior to 
an adequate injury which would be followed by 
immediate pain in the region of the supraspinatus 
tendon. Sometimes it is possible actually to pal- 
pate a sulcus at the point of maximum tenderness. 
There is loss of the power of active abduction, 
although passive abduction is not restricted until 
some time has elapsed following the injury. The 
supraspinatus muscle serves to initiate abduction 
of the shoulder to a position in which the deltoid 
can function as an abductor. In this matter it 
must be remembered that patients often acquire 
the ability to initiate abduction by trick maneu- 
vers; as, for instance, by tilting the trunk to the 
injured side, thus placing the humerus in an 
abducted position in regard to the scapula. Again, 
they may mask the loss of abductive power by 
strongly contracting the biceps, which fixes the 
head of the humerus against the glenoid cavity. 
To avoid these diagnostic pitfalls, during the 
examination of the shoulder all motion of the 
trunk must be controlled, and the elbow should 
be relaxed in extension. Control of the scapula 
alone is not sufficient. In dealing with this sub- 
ject we have separated the diagnosis of acute and 
chronic cases, as they present quite different 
problems. 


Acute Cases.—These patients usually present 


no asymmetry. Active initiation of abduction is 
lost, but passive abduction is present. This loss 
in certain cases we believe to be the result of pain 
from laceration or contusion of the subdeltoid 
bursa. Inhibition of supraspinatus function as a 
result of pain in the bursa, the capsule or the 
muscle insertion can be demonstrated readily by 
injecting 8 to 10 cubic centimeters of novocain 
into the bursa. In cases where the continuity of 
the tendon has not been affected, the patient will 
be able within a few minutes to carry out a full 
range of abduction. We have noted this response 
in several cases which clinically would conform 
to the picture of supraspinatus tear. Besides the 
injection of novocain, we have introduced air into 
the bursa, and followed this by radiograms; but 
as yet no diagnostic help has been obtained from 
this procedure. However, we have noted a more 
rapid improvement in cases of bursitis with cal- 
careous deposits. 

The technique of injection is simple, the needle 
being directed toward the upper border of the 
greater tuberosity until it strikes bone. It is then 
Withdrawn one-eighth of an inch, an attempt is 
made to withdraw any fluid which is in the bursa, 
following which 8 to 10 cubic centimeters of 
1 per cent novocain is injected. 
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Chronic Cases——In the chronic cases, the prob- 
lem is different because of the presence of peri- 
articular adhesions. In these patients, both pas- 
sive and active motion is limited. They give a 
history of immediate loss of active abduction after 
trauma. Severe pain is felt at once, while loss of 
passive motion gradually manifests itself. Here 
the pathology has been complicated by adhesions 
and inflammatory reaction in the floor of the 
bursa. Before a positive diagnosis is made, these 
cases are placed in recumbency, with double-skin 
traction on the arm for a period of five to six 
days. A pull of six to eight pounds is applied 
along the axis of the arm, with the shoulder ab- 
ducted as much as possible. With the elbow 
bent at ninety degrees, traction is applied in the 
axis of the forearm so as to rotate the shoulder 
externally. By this method the loss of passive 
motion is regained in most cases, and in those 
where there is no actual tear of the supraspinatus, 
active motion returns. 

Once a diagnosis of partial or complete tear of 
the supraspinatus has been made, the treatment 
will depend upon the completeness of this tear. 
It is generally agreed that partial tears should be 
treated with an abduction splint for a period of 
five to six weeks, after which physiotherapy 
should be instituted. 

Where the tear of the supraspinatus tendon is 
complete, as evidenced by loss of power of abduc- 
tion, treatment should be surgical, and should be 
instituted as early as possible. 

Satisfactory surgical approaches have been 
described by Wilson and by Codman. It is well 
to make an exploratory incision two inches in 
length extending from the acromioclavicular joint 
downward, splitting the fibers of the deltoid 
muscle. When this is done, one obtains a fairly 
good view of the roof of the shoulder-joint and 
can determine the extent of any tear in the supra- 
spinatus tendon. Small tears may be repaired 
through this incision, but for the larger tears it 
is advisable to extend the incision backwards from 
the acromioclavicular joint (the so-called saber- 
cut incision). The acromion is cut across at its 
base and turned downward, together with the 
deltoid muscle which arises from it. Repair of 
the supraspinatus tendon can then be accom- 
plished by attaching it to a groove made in the 
greater tuberosity of the humerus. This rein- 
sertion is accomplished by sutures of fascia lata 
or braided silk. The acromion is reattached to the 
scapula by a beef-bone peg or by sutures which 
repair the acromioclavicular joint. Postoperative 
treatment consists of the use of an abduction 
splint for three or four weeks followed by physio- 
therapy. 

RHOMBOIDEUS STRAIN 


A rather common injury in our series was a 
strain of the rhomboideus major or minor mus- 
cles. These muscles take origin from the liga- 
mentum nuchae and spinous processes of the 
seventh cervical to the fifth thoracic vertebrae. 
They are inserted along the vertebral border of 
the scapula, and their contraction draws this 
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structure backwards and upwards. This injury 
results from a sudden, incodrdinated movement 
of the scapula, such as occurs when a wrench 
on which the patient is pulling slips, or when he 
attempts to save himself from a fall. 


The diagnosis is made by the localization of 
tenderness and pain between the scapula and 
spine, and the production of pain by passive 
forward flexion of the shoulder, or by flexing 
the neck to the opposite side. A similar pain 
results from the active contraction of the injured 
muscles in extending the shoulder against resist- 
ance. Relief is given by immobilizing the scapula 
on the affected side with adhesive, so as to relax 
the torn muscle until healing occurs. The use of 
wide elastic webbing, wound tightly around the 
upper chest, has been of value in patients which 
do not tolerate adhesive strapping. Following 
this period of immobilization, heat in the form of 
baking or diathermy may be used. 

One occasionally sees a strain of other muscles 
which arise from the spinous processes and insert 
on the scapula or humerus, notably the trapezius 
and latissimus dorsi. The clinical picture is similar 
to the above, and the treatment follows the same 
lines. 

RUPTURE OF THE LONG HEAD OF THE BICEPS 


In a consideration of ruptures of the long head 
of the biceps, credit must be given to Gilcreest® 
for his careful description of this condition. 
Observations by Meyer® in the dissecting room 
have shown the high incidence of intra-articular 


rupture of the biceps tendon, twenty such cases 
having been observed. No clinical data are avail- 
able in the latter series. 

The long head of the biceps probably becomes 
frayed, due to a roughening of the surface of 


the shoulder-joint and bicipital groove. With 
advancing years, the blood supply to the tendon 
is diminished, so that the sudden application of 
indirect trauma (a strong contraction of the biceps 
muscle against resistance) causes the rupture of 
the tendon. The rupture usually takes place at 
the insertion of the tendon into the superior 
margin of the glenoid, along the intra-articular 
portion, or it may occur at the junction of the 
tendon with the muscle belly. Rupture of the 
short head occurs, though rarely. A diagnosis of 
bicipital rupture is readily made by having the 
patient flex his elbow against resistance. This 
maneuver demonstrates an asymmetry of the 
biceps, the affected half contracting into a more 
spherical shape, and leaving an abnormal depres- 
sion at its superior border. A marked weakness 
of the flexors of the elbow is noted, especially 
when the forearm is in the position of supination. 
Pain, when it occurs, is usually localized on the 
anterior aspect of the shoulder or in the bicipital 
groove. Old cases show some loss of the range 
of abduction because of peri-articular adhesions 
which cloud the clinical picture. In this, as in the 
previously described condition, an early explora- 
tion and repair of the torn structures is necessary 
if one is to avoid some permanent disability. 
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DISLOCATION OF THE BICEPS TENDON 


A condition which is allied to the preceding, 
but of which little has been written, is the dis- 
location of the long head of the biceps from the 
bicipital groove. Meyer has noted this condition 
thirty-nine times in the dissecting room. In the 
recurrent dislocation when the arm is abducted 
and externally rotated, the tendon may jump out 
of the bicipital groove and come to lie in a more 
medial position. This may occur with a snap 
which can be heard, felt and seen, and often is 
quite painful. In those cases with permanent 
dislocation, the only symptoms are localized ten- 
derness and weakness. In such patients, restora- 
tion of the tendon to the groove is not attended 
by the success which theoretical reasoning would 
suggest, because irregularity of the gliding me- 
chanism leads to recurrence, rupture, or adhe- 
sions. It is better to insert the tendon into the 
diaphysis of the humerus or into the short head 
of the biceps. 

SUMMARY 


In the consideration of an injury of the shoul- 
der one should determine whether the lesion in- 
volves the muscles or tendons, the bursae, the 
capsule of the joint, the joint cartilage or one of 
the bones in this region. The radiogram rules out 
the question of fracture, occasionally shows calci- 
fication of the bursa and may indicate arthritis. 
The differentiation of bursitis from tears of the 
supraspinatus tendon is simplified by the injection 
of novocain into the subdeltoid bursa. Adhesions 
may be overcome by continuous traction. A routine 
is outlined whereby the diagnosis is narrowed 
down to a point where therapy, either conserva- 
tive or surgical, can be applied intelligently. 

350 Post Street. 
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DISCUSSION 


Hucu T. Jones, M. D. (201 Medical Office Building. 
Los Angeles)—The authors of this paper deserve 
credit for their contribution to the accurate diagnosis 
of joint injuries. There is a tendency to lump all joint 
injuries into one class and call them sprains when the 
x-ray does not disclose fracture. Careful examination. 
coupled with accurate knowledge of the anatomy a 
physiology of particular joints, is a prerequisite t 
intelligent treatment. 

I am particularly interested in what is said about 
the use of novocain injected into the subdeltoid bursa 
to differentiate an actual tear of the supraspinatus 
tendon from a painful laceration or contusion of the 
region of the bursa without tear of this tendon. 
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Epcar L. Gitcreest, M.D. (384 Post Street, San 
Francisco).—Doctors Soto-Hall and Haldeman have 
presented a clarifying survey of the principal lesions 
of the muscles and tendons in the region of the shoul- 
der. The following comments may be in order. 


Supraspinatus—Relative to tears of the supraspina- 
tus, | consider, we are indebted to Codman for empha- 
sizing their frequency; but my observations are in 
accord with those of the essayists, who have not found 
these lesions as often as Codman claimed. I am com- 
pelled, therefore, to believe that Codman has confused 
some cases of attrition of the capsule and tendon of 
the supraspinatus with those due to pure trauma. 

The method recommended by Doctors Soto-Hall 
and Haldeman, for differentiation of cases of actual 
tears of the tendon of the supraspinatus from those 
of pain in the subdeltoid bursa, I believe to be very 
valuable. It appears to me as very rational and help- 
ful. I have tried it in one case of chronic subdeltoid 
bursitis and, after the injection of novocain in accord- 
ance with their technique, the patient was able to 
secure voluntarily much more range of motion than 
previously. 

Biceps Ruptures.— The essayists call attention to 
ruptures of the long head of the biceps due to a 
roughening of the surface of the shoulder joint and 
intertubercular sulcus; yet many ruptures occur where 
there is not the slightest evidence of arthritis, ut 
where the lesion involved the soft tissues rather than 
the bone, and there is a destruction of the bursa, ten- 
don and cartilage, showing conclusively that these 
capsular defects are extra-articular, rather than intra- 
articular. I recently have analyzed one hundred cases 
due to various causes. 

Biceps Dislocations—I have observed four cases and 
operated on one. This operation was done eight years 
ago, and a few months past the patient informed me 
that his arm was normal in every respect. I believe 
that this lesion occurs much more often than is gener- 
ally considered. Whenever possible, I think that the 
tendon, whether ruptured or dislocated, should be 
securely fastened to the coracoid process as described 
by me in 1924, 

I have found that the position of the arm, the surgi- 
cal approach and, if necessary, the severance of some 
of the fibers of the deltoid and pectoral muscles, will 
aid much in rendering the operation easier and in 
making the high fixation more secure. 


@ 


e 


J. Minton Menerin, M.D. (350 Post Street, San 
Francisco).—The authors are to be commended for 
again emphasizing the necessity of approaching the 
injured shoulder from the standpoint of its component 
parts. The diagnosis of arthritis or periarthritis should 
only be made when all other possibilities have been 
ruled out, or when these conditions complicate some 
other injury to the shoulder. 


The diagnosis of sprain of the shoulder must be re- 
served for those mild injuries which more or less 
involve the entire shoulder girdle, and where no one 
muscle or muscle group can be isolated as the true 
cause of the symptoms. Accurate diagnoses will only 
be made following a careful mental dissection of the 


underlying anatomy and a thorough knowledge of its 
functions. 


In the acute stage the less severe injuries to the 
Supraspinatus tendon are frequently overlooked. Pa- 
tients suffering from these injuries may be able to 
institute abduction, and their complaints may be re- 
ferred to the belly of the muscle and to the root of 
the neck. The institution of abduction against resist- 
ance is practically always painful. Because of the 

apparent mildness of the early symptoms, treatment 
is not instituted and these patients then frequently 
have prolonged disabilities. 


I have had the opportunity to observe some of the 
authors’ cases which were injected with procain into 
the region of the supraspinatus tendon and the sub- 
acromial bursa, and I am convinced of its value in 
diagnosis. In those cases where fluid can be with- 
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drawn from the bursa, or where calcifications are there 
present, immediate and at times surprisingly lasting 
relief is gained from this injection followed by the 
injection of five or six cubic centimeters of air. In 
some cases the introduction of even fifteen or twenty 
cubic centimeters of procain will be necessary. Often 
puzzling crepitations and clicks disappear with the 
ballooning-out of the bursa. 

I have recently treated a patient suffering from a 
dislocation of the long head of the tendon of the 
biceps brachii. He presented the classical symptoms 
of excruciating pain, accompanied by a definite snap- 
ping noise when external rotation with the arm ab- 
ducted was carried out. Attempts at supination against 
resistance were also exquisitely painful. 

At operation a definite dislocation of the tendon of 
the long head of the biceps brachii from the bicipital 
groove was demonstrated. The snapping 
curred when the lesser tuberosity slipped beneath the 
tensed tendon. At the time of operation it seemed 
feasible to replace the tendon in the groove. This was 
done, and before the wound was closed no maneuver, 
either active or passive, could dislodge the tendon. 

The patient was greatly improved for four and a 
half months, at the end of which time the former 
symptoms recurred. Following six weeks of observa- 
tion the patient was once more operated upon. The 
tendon had again dislocated, and showed marked atri- 
tional changes for a distance of about three-quarters 
of an inch proximal and distal to the tuberosities. At 
this operation it was removed from its origin at the 
glenoid rim and placed in a tunnel, which was made 
in the bicipital groove. 

One cannot be dogmatic as to the choice of oper- 
ation in these slipping tendons, but in view of the 
above experience, I would not be inclined in any sub- 
sequent case to attempt to replace the tendon in its 
groove. 


noise Oc- 


BOTULISM—DUE TO FRESHLY FERMENTED 
FOOD* 
FIVE FATAL CASES IN A JAPANESE FAMILY 
By Frank R. Anperson, M. D. 
Sar Jose 


Discussion by Karl F. Meyer, Ph.D., San Francisco. 


' [‘HE improvement in preservation methods by 


commercial canners has confined the cases of 
botulism in the past few years to home-prepared 
foods. Advices disseminated by newspapers, maga- 
zines, the radio and other agencies, have reduced 
the number of outbreaks due to home-canned 
foods. At present, cases of botulism can be looked 
for from freshly prepared foods. A brief résumé 
of the clinical manifestations and treatment of 
five cases from this type of food follows: 


On December 27, 1933, a motherless Japanese 
family of eight ate a meal which, among other 
native delicacies, included a food called natto. 
Most Japanese families buy this food directly 
from Japan in tubs, preserved with 8 per cent salt. 
Older Japanese families ferment their own natto 
on special occasions. This family was preparing 
the food for the first time since the mother’s 
death. 

Natto is made by boiling dry soy beans until 
they reach the consistency of mush. The food 
(in a cloth sack) is then placed in a hole in the 
ground, which has been previously heated by a 
bonfire. It is covered with the warm earth and 


*Read at a meeting of the _—— California Patho- 
logical Association, July 2, 1934 
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allowed to remain for forty-eight hours. The re- 
sultant fermentation imparts a peculiar flavor to 
the mixture. 


The oldest daughter, who helped her father 
make the food, noticed the mixture did not taste 
like the kind her mother used to make, and there- 
fore only tasted it. She did not, consequently, de- 
velop the disease. A son-in-law and a twelve-year- 
old son ate none. 


REPORT OF CASES 


Case 1.—Teruko Aritomi, a girl, age six. Was taken 
to the hospital December 30, 1933, at 5 a. m., twenty- 
four hours after the onset of symptoms, which came 
on twelve hours after eating the suspected meal. The 
initial symptoms were pain in the abdomen and vomit- 
ing. Examination showed ptosis of eyelids, loss of 
pharyngeal reflexes, paralysis of neck muscles and in- 
ability to swallow. Heavy mucus had accumulated in 
bronchial tubes and throat. Temperature was 98.6, 
pulse rapid and weak. White blood corpuscles, 8,900; 
neutrophils, 85 per cent; small lymphocytes, 14 per 
cent; transitionals, 1 per cent. The urine showed 
traces of albumen and acetone. 

Two enemas were given, with good results, and 500 
cubic centimeters of Hartman’s solution was adminis- 
tered subcutaneously, as well as three and one-half 
grains of caffein sodio benzoate. Catheterization was 
necessary. 

Four hours after admission, the patient developed 
a sudden respiratory paralysis, which was not bene- 
fited by alpha lobelin, caffein, or adrenalin. 

7 7 7 


Case 2.—Harumi Aritomi, a boy, age fifteen. Re- 
moved to the hospital on December 30, 1933, at 1 p. m., 
thirty-six hours after eating the meal. He showed a 
transient ptosis of the eyelids, absent pharyngeal re- 
flexes and dysphagia. The neck muscles were weak. 
The temperature was 97.6 and pulse 70. Catharsis was 
given. An intravenous injection of one-half cubic 
centimeter of typhoid vaccine produced only a raise 
to 98 degrees in temperature. Thirty-seven hours after 
admission, during which time complete ptosis of the 
eyelids, inability to swallow or raise the head de- 
veloped, this patient’s pulse became rapid and thready, 
and respiratory paralysis ensued. Strychnin, grain 
one-sixtieth, and caffein sodio benzoate, grains seven 
and one-half, did not delay the end. 

7 v 7 


Case 3.—Yoshiko Aritomi, a girl, age fourteen. First 
noticed a headache thirty-six hours after eating with 


the others. Blurring of vision and extreme weakness 
followed. At the hospital she showed ptosis of the 
eyelids, dysphagia and absent gag reflex. In addition, 
she was unable to void and showed more neck and 
shoulder weakness than the others. Cathartics and 
enemas were given and catheterization was necessary. 
She was extremely restless, which necessitated opiates. 
Seventy-two hours after admission, respirations be- 
came slow and irregular and cyanosis was evident. 
Caffein, seven and one-half grains, and strychnin, 
grain one-sixtieth, improved this, but the pulse rose 
to a rate of 160 and ten hours afterward respirations 
ceased. 
7 7 7 

Case 4.—Motaro Aritomi, a man, age 56. Taken to 
the hospital with Cases 2 and 3 thirty-six hours after 
eating the suspected meal. He complained of a head- 
ache, weakness and blurred vision, but could see nor- 
mally with the ptotic lids raised by hand. His throat 
showed the typical “local anesthetic” findings, but no 
muscular weakness of neck could be demonstrated. 
Routine catharsis and sedative were instituted. Tem- 
perature was 98 and pulse 70. Two days later he lost 
ability to swallow, when 1000 cubic centimeters of 
glucose solution was given every twenty-four hours. 
An intravenous injection of 10 cubic centimeters of 
1 per cent congo-red solution was made. On the 
fourth day the pulse became rapid and irregular, and 
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he was unable to hold up his head. Death was ver, 
sudden from respiratory paralysis. ; 
v 7 7 

Case 5.—Kikuro Aritomi, a boy, age three t 
showed symptoms on the fourth day after eating the 
meal. He was suddenly stricken with ptosis oj 
inability to swallow and inability to hold up his | 
Pulse was 120 and rectal temperature 99.3. Du 
the first twenty-four hours he was given 10 
centimeters of 1 per cent congo-red solution 
venously and 11,000 units of specific antitoxin A ai 
by the same route. After this he was given 4,000 unit 
every eight hours, intramuscularly. Fluids were main- 
tained by giving glucose and Hartman’s solution in 
venously. The pulse gradually became more and more 
rapid, until fifty-two hours after the onset the breath- 
ing ceased. 


lid 
lids, 


COMMENT 


Cases 1, 2, and 3 were examined by autopsy. 
The intense congestion of lungs, spleen and kid- 
neys noted by others were present in these cases. 
Cultures from spleen were negative. Stool cultures 
were positive in Cases 4 and 5. Blood and urine 
cultures were negative. 

The following general symptoms predominated: 

1. Ptosis of eyelids was present in all cases. 

2. Loss of pharyngeal reflexes. (Local tonsil 
anesthetized throat. ) 

3. Dysphagia, followed by absolute inability to 
swallow. 

4. Paralysis of neck muscles. 

5. Low temperature. 

6. Death by respiratory paralysis. 

Early administration of antitoxin to all who 
have eaten suspected food is very desirable. Anti- 
toxin was not available for these patients for four 
days after the outbreak and after five cases had 
developed. The case treated with antitoxin did 
not show benefit from its use. 

1014 Medico Dental Building. 


DISCUSSION 


Kart F. Meyer, Ph.D. (Hooper Foundation for 
Medical Research, San Francisco).—The report of 
Dr. Frank R. Anderson is a timely contribution to the 
epidemiology of botulism. Cases of intoxications due 
to articles of food not preserved in sealed containers 
are relatively rare in the United States. In the 233 
outbreaks or single cases of botulism which occurred 
in the United States between 1899 and 1934 (June), 
approximately twenty were connected with cured and 
smoked products. By contrast, in Europe the majority 
of botulism cases are associated with meats, sausages, 
and hams which are improperly handled. The ob- 
servations made by Doctor Anderson call attention 
forcibly to a possibility which in the light of previous 
studies had been anticipated—a plant product under- 
going abnormal fermentation in a region heavily in- 
fected with spores of Closteridium botulinum is apt 
to contain the toxin of this organism. At the time the 
epidemiologic investigations were instituted it was 
impossible to reconstruct the circumstances which led 
to the formation of the poison within the relatively 
short time of forty-eight hours. Two samples, one 
stored in a peanut jar and a portion of the abnormally 
fermented soy-bean mash, contained a very potent 
Closteridium parabotulinum Type A toxin. Since the 
specimen had been held in the household for at least 
six days, it is quite likely that the anaerobes continued 
to grow and the toxin tests made obviously fai! 
to reflect the actual toxicity of the “natto” at the tim 
it was eaten. Being of a pasty consistency it is 10 
unlikely that the toxin production was uneven. T! 
prolonged incubation time in Case 5 may perhaps be 
due to the ingestion of a part of the fermented food 
which was relatively poor in toxin. 
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COMPULSORY HEALTH INSURANCE* 
VIII 


By Freperick L. Horrman, LL.D. 
Philadelphia, Pennsylvania 


CARCELY does a health insurance act come 

into operation when efforts are made to en- 
large its plan and scope in every direction. Start- 
ing usually with the lowest paid wage-workers 
living close to the margin of a bare existence, there 
is a demand that the limits be raised to higher 
paid workers, gradually reaching the white collar 
class of moderately paid clerical employees and 
minor supervising officials. In England the origi- 
nal income basis was £160 per annum, which 
was later raised to £250, where it remains at the 
present time. Next comes the age of commence- 
ment. Starting with, say, eighteen years, it has 
now been reduced to sixteen years, while there 
are demands to lower it to fourteen, or the school- 
leaving age. 


EXTENSION OF HEALTH INSURANCE TO 
OTHER GROUPS 


In May, 1934, the Lancet reported on a reso- 
lution of the Birmingham Insurance Committee 
favoring the extension of health insurance to 
cover children from the time they left school. In 
the Lancet of June 30, 1934, it is said that, 


“The proposal has since been brought before the an- . 


nual conference of the National Association of Trade 
Union Approved Societies, and this body has decided 
in its favor. The conference added a rider, however, 
that the whole of the contributions for children of four- 
teen to sixteen should be paid by the employer and 
the State—a suggestion which would place the bene- 
ficiaries in a privileged position. In the discussion it 
was stated that the Government had no intention of 
raising the school-leaving age, and that if unemploy- 
ment insurance were to apply between the ages of four- 
teen and sixteen, it was only fair that health insurance 
should also be available for the same period. Of the 
thousands under the age of sixteen who were engaged 
in distributive occupations, many, it was urged, were 
in need of medical attention but could not afford it. 
To this the reply might be made that growth and 
multiplication of public medical service schemes makes 
it untrue to say any longer that juvenile workers can- 
not afford medical attendance. As yet, however, there 
seems to have been no official expression of medical 
opinion on the subject.” 


Originally domestics and agricultural workers 
were excluded from the Act, but it did not take 
long, by means of amendments, to bring these 
workers within the plan and scope of the Act. 
Every addition to health insurance, of course, re- 
duces the field of private medical activities, and 
in no direction has this been more threatening 
than in the efforts to bring in dependent members 
of the workers’ families. 


According to the Lancet of April 21, 1934: 


“From the records of sickness of sixteen million in- 
sured persons we had learned that about half the 
working population suffer from sickness in some form 
during the year; that 20 per cent of those who claim 


*One of a series of articles on compulsory sickness in- 
surance written for CALIFORNIA AND WESTERN MEDICINB 
well-known consulting statistician, Frederick L. 
n, LL. D. Articles in this series were printed in 
vious issues as follows: I, in April, page 245; II, in May, 
361; III, in June, page 411; IV, in July, page 33; V in 
ust, page 114; VI, in September, page 177; VII, in Octo- 

r, page 262. 
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sickness benefit do so on account of bronchitis, pneu- 
monia, or other respiratory disease, 13 per cent on 
account of indigestion or diseases of alimentary tract, 
10 per cent on account of rheumatic troubles, and a 
like number of injuries, accidents, and septic wounds. 
These four conditions accounted for more than half 
of the noninfectious sickness of the English people; 
plus the infective diseases, they constituted the com- 
mon enemy of the nation, more wasteful in time, 
money, and life than all the industrial strikes put 
together.” 


THE MINOR AILMENTS 


HEALTH IN 


DOMINATE IN 
YSURANCE 


Little is said about the treatment of chronic dis- 
eases which, in many directions, show an increase 
during recent years. The consensus of opinion of 
those who impartially review the situation is that 
vast sums expended for medical benefits under 
national health insurance are largely wasted on 
the treatment of minor ailments which, ordinarily, 
would pass without notice, but which now con- 
stitute an easy way to secure cash benefits during 
periods of idleness. 

Little is heard of the difficulties involved in the 
change of doctors in cases where the panel phy- 
Sician is unsatisfactory to the insured. The Lancet 
of June 30, 1934, contains some very interesting 
observations on this subject, which I 


quote as 
follows: 


“The regulations on change of doctor are still in- 
consistent with the wishes of the profession, which 
has always held that a disgruntled doctor and a dis- 
satisfied patient are best parted as soon as may be. 
At present an immediate change can be effected only 
when both practitioners give their consent or when 
the patient moves outside the two-mile radius of his 
medical attendant’s practice. When a patient wishes 
to change doctors, without consent and without mov- 
ing, he has to give at least a month’s notice before the 
beginning of each quarter. He writes to the insurance 
committee enclosing his medical card, and the com- 
mittee returns the card with a slip (printed in red ink 
and gummed to the inside) authorizing the change. 
He takes this card, with the slip in it, to the new 
doctor of choice, who signs it in accepting the patient 
for his list, and it has then to be returned to the in- 
surance committee by the new doctor within seven 
days. After registering the transfer the committee 
sends the insured person a new card with the new 
doctor’s name on it. The former doctor is responsi- 
ble for medical treatment up to the time of effective 
change, 7. e., the beginning of the quarter. But as the 
patient is dissatisfied with him—otherwise he would 
not have made the change—it is unlikely that he will 
go to him for advice, and the probability is that he will 
have to pay for medical attention obtained elsewhere.” 


ADMINISTRATION COSTS IN AMERICA WOULD 
BE HIGHER THAN IN ENGLAND 


If the American public clearly realizes these 


difficulties, it will think twice before giving its 
approval to an American system of national health 
insurance which unquestionably would be more 
costly and more difficult of administration than 
the English. As stated in the Lancet article re- 
ferred to above, “It will be seen that one local 
transfer involves four postages, two of which are 
paid for by the insurance committee, and this 
gives much clerical work to the committee.” The 
facts of the situation are difficult to apprehend 
without personal inquiry and contact with the par- 
ties concerned; but it goes without saying that 
the system controls the situation with little regard 
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for the welfare of the patients. I may say in this 
connection that there are more than 16,000,000 
insured persons in England and Wales, and some 
16,780 practitioners engaged in health insurance 
work, and that it is only natural that now and 
then there should arise difficulties in the adminis- 
tration. It is only by a study of the actual experi- 
ence from day to day that a true insight can be 
gained of national health insurance. The situ- 
ation cannot possibly be made clear by official 
reports presenting only the government side of 
the question. 


ENLARGEMENT OF HEALTH INSURANCE SCOPE 
BY APPROVED SOCIETIES 


Under the British system of national health 
insurance, medical benefits may be enlarged in 
various directions, provided the finances of the 
Approved Societies permit it. In other words, 


every Approved Society is independent of other 
societies, and its own financial condition deter- 
mines the extent to which medical benefits may be 
enlarged. These for the time being chiefly con- 
sist of the following: 


“Payment of the whole or any part of the cost of 
medical or surgical advice or treatment which is not 
within the scope of any other additional benefit or of 
medical benefit. 

“Payment of the whole or any part of the cost of 
dental treatment. 

“Payments to hospitals in respect of the mainte- 
nance and treatment of members, as well as expenses 
incurred by members traveling to and from hospitals. 

“Payment of the whole or part of the cost of main- 
tenance and treatment in convalescent homes, as well 
as traveling expenses incurred by members traveling 
to and from convalescent homes. 

“Provision of premises suitable for 
homes and their maintenance. 

“Payment of the whole or part of the cost of medi- 
cal and surgical appliances other than dental and opti- 
cal appliances and those provided as part of medical 
benefit. 

“Payment of the whole or part of the cost of oph- 
thalmic treatment (other than as provided as part of 
medical benefit) and the whole or part of the cost of 
optical appliances. 

“Payment of the whole or part of the cost of pro- 
viding nurses.” 


convalescent 


EXTENSIONS OF HEALTH INSURANCE INTO 
DENTAL AND OPHTHALMIC FIELDS 


Of those eight additional medical benefits the 
two most important are the dental and ophthalmic. 
As observed by Foster and Taylor in a treatise on 
National Health Insurance, London, 1934, with 
reference to dental treatment: 

“This is probably the most important of all the addi- 
tional benefits, and has been widely adopted in the 
various schemes which have been set up by the socie- 
ties. 

“Its administration has called for a great amount 
of detailed consideration, and a separate set of dental 
benefit regulations relating thereto have been promul- 
gated. 

“Dental treatment is defined as such treatment as 
includes scaling, treatment of the gums, fillings, ex- 
tractions, provision of artificial dentures and their 
repair, and remodeling, crowning, and examination 
and advice, and the administration of anesthetics in 
connection with any such treatment. For the purpose 
of making arrangements for a satisfactory service of 
dental treatment, and for supervising it, a statutory 
body known as the Dental Benefit Council has been 
set up.” 


Vol. 41, No. 5 


Without enlarging, for the time being, upon the 
details of this provision, I will proceed to briefly 
consider the ophthalmic benefit, as to which it is 
said : 

“The regulations provide that, in certain circum- 
stances, a society may require that a member who is 
applying for the benefit shall submit himself to an 
ophthalmic examination. In such circumstances, or if 
the member has obtained the society’s authority for 
an examination, the society is obliged to pay the whole 
cost of it. This provision does not apply to any ex- 
amination of a member made by an insurance prac- 
titioner to which the member is entitled as part of 
medical benefit. It is obligatory on the society to 
adopt a comprehensive scale of charges for the supply 
of optical appliances of a standard quality, and it is 
laid down by the regulations that they shall pay the 
cost of such appliances at least to the extent of 15s. 
This figure may be reduced to a niaximum of 10s. if 
the society have already met the cost of an ophthalmic 
examination. Members are entitled to obtain optical 
appliances from any optician who is a member of an 
organization for the time being recognized by the 
society, or from any other optician, provided the con- 
sent of the society has previously been obtained. If 
the applicant prefers to consult such other optician, 
he is entitled to claim from his society only such sum 
as they would have paid had he obtained the appli- 
ance through the organization.” 


HEALTH INSURANCE PLANS LEAD ULTIMATELY 
TO INCLUSION OF MAJOR PORTION OF 
POPULATION AND MAJOR PORTIONS 
OF MEDICAL SERVICES 


These two benefits clearly indicate the direction 
in which the plan and scope of health insurance 
is gradually enlarged, curtailing to a considerable 
extent the field of private enterprise in general 
and specialized practice. I conclude these observa- 
tions with a quotation regarding the provision for 
the employment of nurses, which reads as follows: 

“No payment may be made in respect of the pro- 
vision of a nurse unless the nurse is registered under 
the Nurses Registration Act, 1919, or the correspond- 
ing Act relating to Scotland or Northern Ireland, or 
is a person who habitually undertakes nursing services 
for fee or reward. 

“Societies may make arrangements with nursing 
associations for the provision of nurses to members, 
but application may not be refused on the grounds 
that a member desires the services of some other 
nurse. In such circumstances the society can be re- 
quired to pay only such sum as it would have done 
had the benefit been obtained through the association. 


“Except where an arrangement has been made with 
an association, the society must pay the whole cost of 
the nursing services where the cost does not exceed 
£1. Where the cost exceeds £1, the excess or part 
of it may be paid as is reasonable, having regard to 
available funds.” 

In brief, the evolution of national health in- 
surance is distinctly in the direction of a system 0! 
state medicine comprehending the major portion 
of the population and the major portion of medi- 
cal services. But the fact remains that the vast 
sums required for the purpose are largely squan- 
dered in the treatment of minor ailments and un- 
important affections; or, in the words of Doctor 
Breitfeld of Germany, in a brief treatise on the 
labyrinth of social relief: “The cancer of sickness 
insurance today is not so much the treatment o! 
chronic diseases for long periods of time, or the 
exceptional costly instances of illness, but the end- 
less, numerous, needless, artificial and imaginary 
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illnesses or affections. These are the ruin of social 
insurance, but to battle against them is practically 
hopeless.” 

I regret that, for want of space, I cannot on 
this occasion enlarge upon this interesting aspect 
of the problem. The significance of adding fur- 
ther benefits to the list of required benefits is 
perhaps best illustrated by the cost of dental bene- 
fits which, in 1930, amounted to approximately 

£ 2,000,000. In that year approximately ten and 
one-half million insured persons in England and 
Wales were eligible for dental benefit, but only 
one in ten actually received it. With regard to the 
cost of ophthalmic benefits it is said: 

“In 1930 the Approved Societies spent £353,000 on 
this benefit, which is not limited to the provision of 
spectacles and examination of eyes. Societies must 
be prepared to consider applications for payment to- 
ward the cost of any ophthalmic treatment (including 
operations on the eye). A member has the right to 
obtain treatment from any medical practitioner of his 
choice, whether or not the practitioner is working 
under arrangements adopted by the society. Fifteen 
shillings is the normal payment by a society for a 
member’s optical appliances, and in a case where the 
cost exceeds 15s., such part of the excess may also be 
paid as the society determines. Where the society is 
also meeting the cost of an examination, the figure 
of 15s. is reduced to 10s.” 
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SEVEN WONDERS OF MEDICAL SCIENCE— 
MODERN MIRACLES* 


By A. C. Ivy, Ph.D., M.D. 
Chicago, Illinois 


UST-as nature forces animals and plants to 

adapt themselves to their environment in order 
to survive, nature impels man to invent and dis- 
cover the ways and means for exercising a greater 
control over his environment in order that his life 
may be easier and more complete. 

The ant and the bee labor and save and have 
a highly organized society, but they do not pro- 
gress appreciably. It is man’s ability to improve 
his workmanship, his ability to discover and in- 
vent, that makes it possible for him to progress. 
In order to invent and discover, man must use 
either the uncertain empirical method which is 
based chiefly on guessing and faith, or the more 
certain scientific or experimental method which 
is based on the discovery of the laws of nature, 
their analysis and practical application. 

It is through the use of the scientific method of 
controlled experimentation, which yields a knowl- 
edge of the fundamental principles of nature, that 
man during the past two centuries has achieved 


¢ A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
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CALIFORNIA AND WESTERN MEDICINE, and its page number 
will be found in the front cover index 

+ Editor’s Note.—This is an abstract of an unprinted 
lecture by Dr. A. C. Ivy, professor of physiology and phar- 
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CALIFORNIA AND WESTERN MEDICINE is indebted to Profes- 
sor Ivy for his permission to print this excellent defense 
of animal experimentation. 

For an article on Antivivisection by Chester Rowell, 
LL.D., see May, 1933, CALIFORNIA AND WESTERN MEDICINE, 
page 352. The October, 1934, CALIFORNIA AND WESTERN 
MEDICINE, page 247, prints an article by Dr. A. C. Ivy on 
Some Contributions of Animals to the Health of Man.” 
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such a remarkable understanding and relative con- 
trol over his environment. It is through animal 
experimentation to a large extent that man has 
achieved his present success in the battle against 
disease—a battle which, of course, is still under 
way. Only through a perusal of history may one 
gain an appreciation of the horrors of disease 
from which present-day civilization has been more 
or less freed through the application of the dis- 
coveries of medical science. 


SEVEN WONDERS OF MEDICAL SCIENCE 

Seven wonders of medical science may be de- 
scribed briefly as follows: 

1. Anesthesia and analgesia, which give us re- 
lief from pain and have liberated us from the pain 
of operations without anesthetics. 

The germ causation of infectious diseases, 
which has made possible the obliteration of the 
horrors due to cholera, plague, yellow fever, child- 
birth fever, typhoid, etc., from intelligent and 
well-governed communities. 

3. Our present knowledge of immunity and 
body resistance to disease, which would eradicate 
smallpox and diphtheria from the face of the 
earth if put into universal practice. This also in- 
cludes our knowledge of specific “antisera” against 
lockjaw, diphtheria, scarlet fever, rabies, specific 
meningitis, etc. 

4. Antisepsis and asepsis, a knowledge of which 
makes possible the prevention of wound infection 
and blood poisoning, and operations on all dis- 
eased organs. 

5. Knowledge of symptoms, which is based on 
a knowledge of physiology. Symptoms result 
when the physiology of an organ is disturbed, and 
only when the functions of organs are known can 
disease of an organ be accurately determined. The 
- of x-rays helps tremendously. 

». Organotherapy, which is based on a knowl- 
Ws of physiology. For examples, we may cite the 
use of insulin in diabetes, thyroid extract in cer- 
tain children showing undergrowth and_ poor 
mental development, liver extract in pernicious 
anemia, etc. 

7. Animal nutrition and vitamins, as related to 
growth and the prevention of such diseases as 
rickets, scurvy, polyneuritis, pellagra, etc. 

Our knowledge of nutrition and the vitamins 
has also rendered it possible to increase our food 
supply, prevent certain chronic diseases and 
malnutrition in children, and in times of war and 
economic depression to balance diets so that “war 
edema” and other evidences of malnutrition may 
be prevented. 

We should add to this list the growing ap- 
preciation among the medical profession and laity 
of the necessity and importance of periodic health 
examination to discover in the individual the early 
signs of impending chronic diseases —for example, 
the discovery of cancer in its early stages when 
a cure is possible. 

It should be realized that cancer is one of the 
most fundamental and difficult problems that con- 
front biologic science. It involves the qnestion 
of growth, because all cancerous tissue possesses 
the common habit of disorderly growth. Such 
fundamental questions cannot be answered in a 
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brief period of time, and can only be answered 
by long-contiaued and intensive study. But the 
fight is on and much progress has been made. 
Cancers have been transplanted from one animal 
to another of the same family. They have been 
produced experimentally through chronic irrita- 
tion. Some cancers have a distinct hereditary 
tendency. It is by such knowledge, gained through 
animal experimentation, that the war on cancer, 
which kills more than one hundred thousand per- 
sons yearly in the United States, will be won. 


DISCOVERIES RESULTING SOLELY 
FROM EXPERIMEN 


1. Insulin, which controls diabetes in man and 
dog. There are one million people living in the 
United States today who now have or later will 
develop diabetes, and who will have their lives 
prolonged and enriched by the use of insulin. This 
discovery was made solely on dogs. 

2. Liver extract for pernicious anemia. Liver 
extract causes the blood to return to normal in 
patients afflicted with this disease. Liver was 
found to be a good food for anemic dogs. This 
was applied to patients with miraculous results. 

3. Treatment of parathyroid tetany. Prior to 
1925 practically all patients afflicted with this 
dreadful disease died. Today no patient need die 
of this disease. 

4. Ethylene anesthesia, The discovery of many 
and our knowledge of the action of all anesthetics 
and sleep- producing drugs have come chiefly from 
experiments on dogs. 

5. Ether, which has been called the “greatest 
gift of medicine to mankind,” was first tried out 
by Dr. W. T. G. Morton in a series of experi- 
ments on his own dog. His success in the dog 
led to a trial in man. 

6. Rabies treatment. The use of the Pasteur 
treatment for rabies (mad-dog bite) has reduced 
the mortality from 16 per cent to less than 1 per 
cent. There is a preventive treatment for dogs 
which protects them to a great extent against this 
disease. 

7. Hookworm cure, The hookworm infests both 
man and dog. One hundred million persons in our 
own and in tropical countries are infested with 
this parasite. Most all we know about this para- 
site resulted from studies on the dog. Carbon 
tetrachlorid was found to rid the body of hook- 
worm. Then, tetrachlorethylene was found to be 
as effective but less toxic to the patients. More 
than fifteen million treatments have been given to 
dogs and human beings. 

8. Treatment of Addison’s disease. Addison’s 
dlisease is caused by disease of the adrenal glands. 
These patients die slowly. Recently it has been 
discovered by experiments on dogs and cats that 
this disease can. be controlled by the administra- 
~ of appropriate extracts of the adrenal glands. 

Contributions to chemical warfare service: 
ta) 
burns. 

(b) A satisfactory treatment for burns and 
other effects caused by poisonous gases. 

(c) An improved method for treatment for 
lung irritants like phosgene. 


OR CHIEFLY 
‘TS ON DOGS 


A satisfactory treatment for phosphorus 
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(d) Effects of gas (automobile exhaust, cook- 
ing gas) poisoning and process of recovery. 

(e) Facts bearing on shell shock. 

(f) Facts bearing on treatment of traumatic 
shock, or shock following severe injury. 

10. Methods of resuscitation: In drowning, 
coal-gas poisoning, and electrocution, cyanide 
poisoning. 

11. Almost all we 
intestine, and liver. 

12. Much that we know about /eart action and 
the effects of drugs on it. 

13. Much that we know about dropsy, and kid- 
ney disease, 

14. The accuracy of the indirect method of 
measuring blood pressure in man. When the phy- 
sician takes the blood pressure, he and his patient 
should remember the debt owed to the dog. 

15. Development of new operations: 

(a) On the heart and its valves. 

(b) On the lungs. 

(c) On the blood vessels. 

(d) On the brain. 

(e) On the stomach and intestines. 

(f) On the blood transfusion. 

(g) On the ovaries and womb. 

16. Rickets, a common disease that affects chil- 
dren and young animals. The first experiments 
bearing on the cause and cure of this disease were 
performed on puppies. Now this disease can be 
prevented and cured. 


17. Antidotes to veronal and luminal (sleeping 
drugs) poisoning. 

18. On the action of some powerful drugs. The 
action of ‘a number of medicines: epinephrin, 
which is used to check hemorrhage and to abolish 
distress in asthma, is tested on dogs by United 
States Government requirement. Pituitrin, a drug 
used in childbirth, is tested on guinea-pigs and 
dogs. Wood alcohol was first shown to be harm- 
ful by experiments on dogs, and the cause of “ginger 
jake paralysis” was found by studies on the dog. 


know about the stomach, 


TO SUMMARIZE 


The dog’s contribution to our knowledge of the 
function of the organs of the body would fill a 


volume. Scientists, who know their business and 
duty to society, just as the lawyer, banker. engi- 
neer, and architect know their business and duty. 
hold that the dog is necessary for experimental 
purposes. Detailed reasons cannot be pointed out 
to lay persons, because they do not know enough 
anatomy and physiology. But the following gen- 
eral statements can be made: Dogs are necessary 
because— 


1. They can live a healthy life in relative con- 
finement. 

2. They are large and their structures can be 
easily operated. 

3. Like man, they eat all kinds of foods. 

4. They have diseases in common with man. 

5. Structurally and functionally they are very 
similar to man. 

6. They are so numerous that in large cities 
thousands are picked up and killed yearly. Of 
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these, a small number are drafted for humane ex- 
periments, the results of which serve dog and man 
alike. 

IVhen a dog is operated on, it is put to sleep or 
a powerful pain-killing drug is used. 


WHAT SCIENCE HAS DONE FOR THE DOG 


We can now prevent and cure rabies in the 
ak P. 

2. We can now kill the hookworm, which in- 
fests dogs as well as man and which makes it diff- 
~ for “dog fanciers to raise dogs. 

We can now prevent and cure blacktongue 
in ie dog. 

4+. We can do much to prevent and control dis- 
temper. The treatment is not perfect and further 
experiments must be done on the dog for the good 
of the dog. 

We are now working to find a medicine that 
will kill the cruel heartworm in the dog. 

We know how to operate on the dog and cure 
certain diseases of the thyroid gland and _ in- 
testines. 

. We are learning about “puppy birth” in the 
Ph which is important to dog fanciers. 

8. We can prevent diseases in the dog due to 
improper food. Dogs need vitamins just as other 
animals do. 


WHAT HAVE THE OPPONENTS OF ANIMAL 
EXPERIMENTATION DONE FOR EITHER 
MAN OR DOG? 


Nothing! The opponents of animal experimen- 


tation, known also as antivivisectionists, would 
prevent experiments on dogs for the sake of 
dogkind. Antivivisection would make it impossi- 
ble for veterinary science to experiment on one 
dog for the sake of dogs as a group. 

Also, the opponents of animal experimentation 
themselves profit daily from the benefits of ani- 
mal experimentation. They do not sense the fact 
that city life could not exist as we now know it 
if animal experimentation had not been practiced 
in the past. Without the knowledge which has 
come from animal experimentation, the grim spec- 
ters of plague, typhus, yellow fever, malaria, and 
typhoid would still be rampant among us. Diph- 
theria would still take its toll of children’s lives. 
Surgery would be primitive and anesthesia inade- 
quate and unduly dangerous. Our knowledge of 
the function of the organs of the body and of life 
processes upon which the progress of medicine 
and the diagnosis of disease depends, would not 
have been gained, unless cats, dogs, guinea-pigs 
and-other laboratory animals had been used. 
Scientific knowledge and the discoveries of medi- 
cal science do not fall from the heavens like the 
manna upon which the children of Israel fed, but 
must be obtained through the arduous and _per- 
severing use of the scientific or experimental 
method. This method is the only known and 
proven method by which the warfare on disease 
may be conducted adequately and effectively. The 
opponents of biologic and medical progress would 
abolish this method, the use of which has been and 
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still promises to be of such tremendous value to 
mankind. 


It should not be forgotten that when crops are 
threatened with parasites, when farm animals and 
the human family are threatened by an epidemic 
disease, the legislators and citizens turn to the 
biologist and medical scientist for aid, and that 
the work of public health agencies are carried on 
either by, or under the direction of men and 
women trained in the medical sciences. The public 
has and must continue to manifest confidence in 
the moral and intellectual integrity, the sincerity 
of purpose and the humaneness of its biologists 
and medical scientists. The public must support 
them in their work, if in the bates the public shall 
expect to benefit to a maximum extent, as it has 
in the past by expert advice, because expert advice 
is based on scientific facts which from 
experimentation. 


come 


TRUSTS OPPOSING ANIMAL EXPERIMEN 


NOT CHARITABLE 


NTATION 


“Animal experimentation as a means of pro- 
moting human and animal welfare has recently 
received the sanction of two tribunals of great 
importance, one in the United States and the other 
in England.” 

In the American case, the United States Board 
of Tax Appeals (25 B. T. A., Penn. Co. In- 
surance on Lives and Annuities, Executive Estate 
of A. S. Logan, deceased, petitioner v. Comm. 
Int. Rev., respondent) held that a bequest to a 
society organized for “the total abolition of all! 
vivisectional experiments on animals and other 
experiments of a painful nature’ was not a be- 
quest to a corporation organized and operated 
exclusively for the prevention of cruelty to ani- 
mals, and that the amount of such a bequest could 
not be deducted in computing the federal estate 
tax. 

In the English case the Court of Appeal (The 
Law Journal, 71:329, 1931) raised the question 
whether “‘in the light of later knowledge in regard 
to the benefits accruing to mankind from vivi- 
section,” bequests designed to hinder and prevent 
vivisection would today be regarded as charitable 
bequests. On appeal, the House of Lords forbade 
the use for antivivisection propaganda of any part 
of the legacy concerning which the question was 
raised. 

“Probably these two decisions represent the 
general trend of mature and cultured thought on 
the subject of animal experimentation, when un- 
influenced by lurid appeals to the imagination. 
Both decisions were based on the orderly presenta- 
tion of legal evidence, not on such clamorous, 
virulent, emotional speech-making as commonly 
fills the air when animal experimentation is dis- 
cussed” by antivivisectionists before legislative 
committees. 

Northwestern University, 

303 East Chicago Avenue. 

SOME OPINIONS ON ANIMAL EXPERIMENTATION 

Jane Appams, Hull House, Chicago: Dr. A. J. Carl- 
son, a distinguished professor of the University of 
Chicago, during the World War made a most valuable 
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study of the piteous children who were suffering from 
starvation, and for months worked on their behalf in 
southeastern Europe. Immediately after the war I 
accompanied a scientific friend, whose discoveries in 
industrial diseases have necessitated research with liv- 
ing animals, in a survey of the war children through- 
out one country after another. 


It is impossible to associate either Dr. Carlson or 
Dr. Alice Hamilton with inhumanity or lack of tender 
care for helpless creatures; to charge them, or their 
scientific colleagues, with cruelty is utterly to mis- 
apprehend them and their motives. 

g if 7 


Cuartes W. Ettot, LL.D., President-Emeritus, Har- 
vard University: We owe to scientific experimentation 
on animals the means of saving hundreds of thousands 
of children within the past fifty years, and untold 
millions of children in the coming years. But it is not 
human beings alone that owe an immense debt to 
modern animal experimentation. Animals also owe to 
vivisection great deliverance from disease and death. 
All the agricultural industries in the United States 
are deeply indebted to animal experimentation. 

7 v v 

Harry Pratt Jupson, until recently president of the 
University of Chicago: Men of real scientific attain- 
ments must not be prevented from pursuing their 
investigations for the benefit of humanity by idle 
sentimentality. a 


His Eminence, Denis CarpINAL DouGHERTY, 
bishop of Philadelphia, Pa.: To forbid vivisection 
would be to hamper science, do a mischief to the 
human race, and foster misplaced sympathy. 


Arch- 


7 7 7 


Richt Reverenp C. H. Brent, Bishop of Western 
New York: I sincerely hope that the efforts made by 
the antivivisectionists to eliminate this mode of scien- 
tific investigation will not meet with success. 

v 7 7 

REVEREND JoHN Haynes Hotmes, Minister of the 
Community Church, New York: As regards the sur- 
geons who are engaged in this business of vivisection, 
I have to state that I do not believe for a single 
moment the charges that are so wantonly brought 
against them. I know some of these men. I have met 
the most distinguished of them, who has been for 
years under most virulent attack. I have gone through 
his laboratories, I have witnessed his performance of 
a vivisection experiment, which was of the character 
of most severe major oper rations. To accept the 
charges of cruelty against scientists of this type—this 
is a thing impossible to me. 

7 v v 


Ernest THompson Seton: I learn now from your 
reply to the Baynes article that you (the opponents 
of medical science, called antivivisectionists) are op- 
posed to all experiments on living animals, and that 
you utterly condemn the work of the Pasteur Insti- 
tute, the Rockefeller Institute and allied laboratories. 
I have to thank the studies of such institutions for 
the fact that my wife is alive today. Kindly accept 
my resignation from the Vivisection Investigation 
League, to take effect immediately. 

7 7 7 

CotoneL Davin S. Wuire, Chief Veterinarian of the 
American Expeditionary Forces: Anyone who is 
familiar with what vivisection has done for mankind 
and animal kind must realize its value to the world. 

7 7 v 


Wiuiam J. Mayo, M. D., The Mayo Clinic, Roches- 
ter, Minn.: My brother and I are strongly in favor 
of vivisection. In the clinic there are large labora- 
tories in which a number of physicians are constantly 
at work on investigations which depend on animal 


experimentation. ae 


PresipENT ANGELL of Yale University: We find no 
obstacle to the practice of animal experimentation in 
any intuitive moral convictions, nor in the traditional 
morality of our race. 
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CLINICAL NOTES AND CASE 
REPORTS 


PALILALIA 
By W. A. O iver, M.D. 


San Francisco 


ALILALIA, a rather unusual speech disturb- 

ance, was first described, or at least recognized 
as a distinct entity, by Souques* in 1908, and it 
was he who so named it. Several comprehensive 
studies and descriptions appear in the foreign 
neurological literature; but as there is a scarcity 
of such material in this country, it may be well to 
review the essential characteristics of this condition. 

It consists in uncontrollable repetition of nor- 
mally articulated words and phrases, and even 
entire sentences. The patient is conscious of the 
condition, but powerless to inhibit it, and Marie 
and Levy ** have reported cases which proceeded 
to a total mutism because of a self-admitted un- 
willingness to speak repetitions. 

When Souques presented his first case, that of 
a woman fifty-nine years of age, in whom there 
was a left hemiplegia and mental deterioration, 
Meige and Dupre in their discussions were of the 
opinion that the condition was psychopathological ; 
but there has been sufficient evidence since then 
to show that it is of a different order. 


CHARACTERISTICS OF PALILALIA 


Nearly all cases present a definite group of 


characteristics. As stated above, the words are 
normally articulated. Another is the acceleration 
in the delivery, with concurrent diminution in 
loudness, producing a “diminuendo” effect, often 
with the final utterance almost inaudible. The 
speech is monotonous, and for the greater part 
mono- and paucisyllabic. Words, and groups of 
words, are repeated a varying number of times, 
from two or three to fifteen or more. 


DIFFERENTIAL DIAGNOSIS 


As Critchley* and others have pointed ou 
there are only two or three conditions which are 
capable of being confused with palilalia. Stam- 
mering is characterized by repetitions, but of 
syllables rather than words and sentences. The 
reiterations occurring in some cases of aphasia 
are distinguishable by the presence of the aphasia 
itself, as palilalia is not accompanied by any 
aphasic manifestations. 

Echolalia, paroxysmal tachyphemia, palilogia, 
verbigeration, etc., each have definite and well- 
known characteristics which serve to differentiate 
them from true palilalia.® 


ASSOCIATION WITH OTHER DISEASES 


Palilalia has occurred in all cases so far re- 
ported in conjunction with two disorders, namely 
postencephalitic Parkinsonism and cerebral arterial 
disease. Of the latter, most of the cases have been 
of pseudobulbar types, but there have also been 
both left and right hemiplegias, without the 
pseudobulbar syndrome.**® 7° 
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As Critchley so aptly points out, these two 
diseases (Parkinsonism and pseudobulbar palsy) 
have certain characteristics in common: “.. . gen- 
eralized rigidity of greater or less degree, .. . 
asthenic muscular state, and an upset in the ratio 
of automatic, to volitional movement. Thus in 
both conditions we find the play of volition or 
quasivolitional activity reduced to its minimum, 
as exemplified by the fixed and wooden facies, the 
statuesque pose, the poverty of spontaneous move- 
ment and lack of play of gesture.” He thus finds 
an analogy between palilalia and the festinating 
gait of Parkinsonism, and we may extend the 
analogy to some of the tonic and clonic persevera- 
tion phenomena of the disease, e. g., the inability 
to open the eyes after closing them, etc. Further 
evidence in support of this view is seen in what 
may be called the automatic speech functions, 7. ¢., 
singing, and reciting of well-known verse, where 
repetition does not take place. Nor are the ex- 
pletives as a rule repeated; it seems that only 
when there is mental effort involved in forming 
the delivery does the phenomenon occur. 


AUTOPSY REPORTS IN THE LITERATURE 


Autopsy reports on these cases are not only 
few, but there is wide variation in the location of 
the findings. Trenel and Crenon® report a case 
in which they found a sclerosis of one cerebellar 
hemisphere, and several areas of degeneration in 
the corpus callosum. Pick’ reports three cases, 
in the first of which were areas of softening in 
the right putamen, the head of the left caudate 
nucleus, the left subthalamic region, and the 
corpus callosum. The second showed a large area 
of softening in the region supplied by the left 
sylvian artery. The third showed lacunae in the 
right caudate and lenticular nuclei. Autopsy on 
one of Critchley’s cases revealed numerous vas- 
cular lesions located in the right external capsule, 
the right side of the pons, and the left lenticular 
nucleus; also many areas of softening in the 
whole cerebrum, with generalized shrinking, con- 
volutional atrophy, and internal and external hy- 
drocephalus. Marie and Levy* report a case in 
which no abnormal findings were discovered in 
the brain. It would, of course, be difficult to draw 
any conclusions from this evidence. 


REPORT OF CASE 


The patient is a married woman, aged 64. The his- 
tory as given by her daughters is as follows: Six 
years ago she went abroad. The daughters received 
a cable that she had had a “nervous breakdown” and 
was being brought home. When they next saw her, 
three weeks later, she was extremely restless and ex- 
cited, talking constantly, saying that she feared she 
was “losing her mind, was a disgrace to the family, 
didn’t know what was to become of her, wished she 
could die,” etc. She nearly always ended a sentence 
with the words “this and that” or “and everything.” 
She did not repeat words at that time, but repeated 
the same ideas constantly. 

The daughters also noticed that the left side of her 
mouth drooped, and that there was twitching of the 
left side of the face, but did not notice that there was 
any weakness of the left arm or leg. She has had 
several periods in the past four years of extreme com- 
bativeness, combined with persecutory delusions. 

Present examination shows a woman of advanced 
years, of irritable and explosive temperament. She 
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is at present quite clear and well oriented, extremely 
observant of surrounding events, and conscious of her 
infirmity. She is, however, rather suspicious and un- 
coéperative, and is difficult to handle; but there are 
no delusions or hallucinations. This unpleasantness 
and irritability is quite the reverse of her normal na- 
ture, which was one of amiability and normal social 
tendencies. The facial expression is fixed, assuming 
a constant scowl, and the patient, under our observa- 
tion, has never been known to laugh or cry. 

The physical findings are limited to a slight thick- 
ening of the peripheral vessels, and a blood pressure 
of 182/90. 

Neurologically, the patient shows a normal gait ex- 
cept for a slight limp due to an old hip injury. There 
are normal pendulum movements of the arms. The 
Romberg is negative; there is no ataxia of the arms 
or legs. The sensory functions are intact throughout. 
Of the cranial nerves, the only one affected is the sev- 
enth, shown by a left facial weakness of the upper 
motor neuron type. There are no other muscular 
weaknesses. The deep and superficial reflexes are all 
present and normally active. The Babinski and Hoff- 
man signs are negative. There are no abnormal find- 
ings in the laboratory work. 

The condition of chief interest, that is, the speech 
disorder, consists in constant monotonous vocalization 
throughout the waking hours, whenever under obser- 
vation, with repetition of words, groups of words, and 
sentences. In the intervals not filled with actual con- 
versation, the patient repeats endlessly, “and every- 
thing and everything and everything, and things of 
this kind and things of that kind and things of this 
kind and things of that kind and this and that and 
this and that and this and that and this and that,” 
these being the stock phrases, with very little varia- 
tion. A conversation is as follows: 

“How do you feel this morning?” 


“T don’t know I don’t know I don’t know I don’t 
know.” 


“You seem a little better today.” 


“No I’m not no I’m not I’m just the same just the 
same just the same.” 


“How do you like that new medicine?” 
“It isn’t it isn’t doing me a bit of good it isn’t doing 


me a bit of good.” This entire sentence might be re- 
peated five or six times. 


“Do you like the taste of it?” 


“NO!” Expletives are usually shouted, and are not 
repeated. 


The words are spoken in a rather low monotonous 
tone, well articulated. The monotony is occasionally 
broken by expletives, as shown above. When she be- 
comes particularly interested in what the examiner is 
saying she stops speaking entirely for a few moments, 
but otherwise all intervals in conversation are filled 
with the words given above. 

There is no tendency to shortening of sentences to 
any marked degree, nor is there any of the decrescendo 
effect noted in previously reported cases. As in these 
other cases, this patient is able to repeat well known 
poems and quotations without repetition of words. 


Further, there is no repetition of written words (pali- 
graphia). 


COM MENT 


This case belongs to the group having cerebral 
arterial disease, as evidenced by the general signs 
of arteriosclerosis, and by the seventh nerve weak- 
ness. It conforms in most respects to all previous 
descriptions of palilalia, except that these did not 
show the unceasing vocalization of monotonously 
repeated words that we have here. 

Efforts to control the repetition by medication 
have all been unsuccessful—bromids, various bar- 
bitals including veronal, phenobarbital, medinal, 
ephedrin, stramonium, and hyoscin, all have been 
without effect in reducing the amount of repetition. 
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One rather peculiar feature, however, has been 
noticed in this patient, and that is that during the 
past two years there has been a tendency for the 
condition to become better and worse at times. 
The repetition of words never completely dis- 
appears, but there will often be periods of two or 
three weeks during which it is barely noticeable. 
These cycles bear no relationship to medication, 
or to any other external feature that can be 
discovered. 

190 Post Street. 
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UMBILICAL ENDOMETRIOMA 


By Evmer M. Bincuas, M. D. 
AND 
W. K. Tempteton, M.D. 
Riverside 


NDOMETRIOSIS of the umbilicus, or um- 
bilical endometrioma (adenomyoma), is one 


of those rare conditions which is reported singly 
or in small groups of cases. Spitz,’ reviewing the 
literature in 1932, found fifty-four reported cases 


In 1933, Lanos and 


and added one of his own. 


Fig. 1.—Umbilical Endometrioma, Low power field. 
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Busser? reported one case, and Herberz® three 
cases. With the last published case by Galasso, 
Sherman, and Burn,‘ the total to date is sixty. 
Nearly half of these have been reported in the 
last decade. 


The above authors, with Heaney,' Cullen,’ and 
Lemon and Mahle,’ have well covered the theories 
as to the origin of these tumors. While not malig- 
nant, these growths of ectopic endometrial tissue 
have been known to recur and to metastasize. In 
view of the frequency with which operative pro- 
cedures precede the appearance of these tumors, 
the theory of implantation and _ transplantation 
should possibly be given more credence. Cullen ‘ 
states that adenomyomata occurring in abdominal 
scars are due to transplants, while those of the 
umbilicus are due to embryonic inclusions. 

The case reported here is the second occurring 
in negroes. 

REPORT OF CASE 


Mrs. H. M., a negro woman of thirty-eight years, 
was admitted to the Riverside County Hospital on 
October 3, 1932. She complained of a hard mass in 
the region of the umbilicus, first noticed four months 
before, and rather painful at times. She had had a 
hysterectomy six years previously, at which time a 
ten-pound fibroid was removed. She had been married 
eleven years; no pregnancies. General examination 
showed a moderate hypertension. There was a surgi- 
cal scar extending from the symphysis pubis to two 
inches above the umbilicus. There was a firm tumor 
mass two centimeters in diameter at the lower margin 
of the umbilicus, medial to the scar, irregular and 
nodular. It protruded into the umbilicus only slightly. 
Laboratory: Blood Wassermann, negative; urinalysis, 
trace of albumen; hemoglobin, 65 per cent. 

On October 7, under spinal anesthesia, this tumor 
was removed. It was found necessary to remove a 
section of the peritoneum, four centimeters in diame- 
ter, in order to surround the mass which was adherent 


Fig. 2.—Umbilical Endometrioma. High power field. 
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to it. Convalescence was uneventful, except for slight 
serous drainage from the lower angle of the wound. 

Pathological Report——Report by the College of Medi- 
cal Evangelists, Loma Linda, follows: Specimen con- 
sists of the umbilicus and surrounding tissues, 9 by 5 
by 3.5 centimeters. An irregular area of scarring be- 
neath the umbilicus contains a number of canalis filled 
with chocolate-like material. Microscopic section con- 
tains a number of collections of glands resembling 
endometrium. Cells lining the larger glands are com- 
pressed. Diagnosis: Endometriosis of the umbilicus. 
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WHOLE BLOOD BY INFUSION AND 
TRANSFUSION IN INFANCY 


By Epwin F. Patron, M.D. 
Los Angeles 


N many of the severe crises of infancy, the 

difference between recovery or death depends 
on a powerful temporary supporting restorative. 

Nothing will provide this so well as blood. 


The most effectual method of giving blood is 
by transfusion. Infusion is helpful, and may be 
sufficient, but should not be regarded as more than 
an approach to transfusion. 


Infusion is useful chiefly to improve powers of 
coagulation in hemorrhagic diatheses, to immunize 
against measles, or to improve resistance to polio- 
myelitis, pertussis, and other contagious diseases. 

The quantity of blood to be transferred by in- 
fusion is restricted, 20 to 30 cubic centimeters 
being the usual upper limits. In transfusion the 
upper limit may reach 10 cubic centimeters per 
pound of body weight, or even more if there has 
been loss of blood ‘volume. 

Infusion is usually given deep in the buttock, 
the thigh, the back, or the abdominal wall. 

Infusion requires no preliminary typing or 
grouping. Blood from any healthy Wassermann- 
tree and malaria-free donor may be used. It can 
be given with or without citrating. The citrated 
blood is absorbed more quickly, and is just as 
effectual. The only objection is a very infrequent 
reaction which may be ascribed to the sodium 
citrate (.2 of 1 per cent), used to prevent clotting. 
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Transfusion requires pretesting of bloods for 
compatibility. Though infants seldom determine 
their fundamental blood groups before a year of 
age, their cells and serum do react to other cells 
and serum. Consequently, it is unsafe to proceed 
without cross-agglutination tests. For best results, 
there should be no agglutination either way. 

Transfusion almost always requires cutting 
down on a vein, though in larger children the 
external jugular or those veins in the ante-cubital 
space may be large enough to enter through the 
skin. A readily accessible vein is the internal 
saphenous, found just above the internal malleo- 
lus, and exposed through a half-inch, semi-circular 
incision. 

Intraperitoneal transfusion is still used, though 
it is looked upon with misgivings by most oper- 
ators, who have also abandoned the anterior- 
fontanel route as dangerous and unnecessary. It 
is much better to use a vein. 

Whether blood for transfusion is to be citrated 
or not depends on the efficiency of the transfusing 
crew. Where speed is possible, it is not necessary. 
Where time may elapse, citration facilitates the 
procedure a great deal. There are those who ad- 
vise avoidance of citration, if possible. Many 
others, myself included, see no disadvantages and 
many advantages in citration. 

Reaction to transfusion is minimized by using 
as little rubber tubing as possible, by drawing 
blood from a donor who has not eaten for six to 
eight hours previously, and by adding a little 
adrenalin to the blood being injected, about one 
minim of 1-1000 adrenalin to a hundred cubic 
centimeters of blood. 

One of the chief difficulties of transfusion is 
holding the needle in the vein while changing 
syringes. This is avoided by utilizing a smafl side- 
entry syringe as a needle carrier, and injecting the 
blood from larger syringes through this syringe 
by means of a short rubber tube to the side open- 
ing. As many injections may be made as desired 
without touching the needle. 

Transfused blood is a boon in cases of mel- 
ena, anemia, hemorrhage, marasmus, septicemia, 
chronic or severe infection, intoxication, digestive 
intolerance, hemolytic diseases, shock, and _ pre- 
operatively. Numerous other indications are listed. 
In fact, there are probably more occasions for it 
in infancy than in later life. 

Transfusion in pediatric cases should not be 
left as a last resort, but should be employed freely 
as an early-stage resource of immense value. 

3875 Wilshire Boulevard. 


Long Beach Controls Dogs—A _ determined drive 
against stray dogs has been started in Long Beach 
in order to check the spread of rabies in the com- 
munity and in its vicinity. Strict enforcement of the 
dog license ordinance will result, it is expected, in the 
impoundment of six thousand dogs. It is estimated 
that there are twelve thousand dogs in Long Beach, 
but only three thousand licenses have been issued an- 
nually. Many s ray dogs are brought to Southern 
California cities by tourists and left to fend for them- 
selves. Stray dogs will be picked up and a at 
the animal shelter, which will be under the direct 
supervision of Dr. S. G. Arnold, city health caine 
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An Open Forum for brief discussions of the workaday problems of the bedside doctor. 
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RELATIVE PHARMACOLOGICAL 
EFFECTIVENESS OF URINARY 
ANTISEPTICS 


Cuauncey D. Leake, Pu.D. (University of 
California Medical School, San Francisco).—In 
the direct local application of solutions of anti- 
septic agents to the mucous membranes of the 
urinary tract, the same pharmacological princi- 
ples of antisepsis hold as are concerned in the 
application of antiseptics to other mucous mem- 
branes in the body. In general, the agent must 
be such a one as will have a bactericidal action 
without causing local irritation or injury. Since 
the cells comprising these mucous membranes are 
living like the bacteria, this is difficult to accom- 
plish. The milder antiseptics in dilute concentra- 
tions (such as mercurochrome 1 per cent, acri- 
flavin 0.1 per cent, and merthiolate 0.1 per cent) 
are preferable for this purpose. However, it is 
my opinion that the mechanical effect of irrigat- 
ing the tissues with the solution is an important 
factor in the presumed antiseptic effect. For ure- 
thral irrigation in gonorrhea strong silver protein 
in 0.1 per cent solution is effective, but may be 
irritating. In cystitis 30 cubic centimeters of 


10 per cent mild silver protein solution may be 


very useful. 

The pharmacological interest in urinary anti- 
septics is, however, in connection with agents 
which may be administered by mouth, absorbed 
into the body, and excreted by the kidney. Most 
antiseptics taken by mouth are excreted in such 
combinations with detoxifying agents in the body 
as to render them inactive. 

The classic agent for urinary disinfection is 
methenamin UV, S. (“Urotropine’). In acid 
medium this is supposed to hydrolyze in part with 
the formation of formaldehyd according to the 
following equation: 


N,(CH:). + 6H.O = 4+NH; + 6HCHO 

When taken by mouth, methenamin is rapidly 
absorbed, and excretion in the urine is completed 
in twelve hours. On repeated administration a 
concentration as high as 0.05 per cent can be 
reached in the urine. No antiseptic action can be 
exerted, however, unless the urine is acid. Then, 
as shown in the classic paper of Hinman,’ enough 
formaldehyd may be produced to reach a concen- 
tration as high as 0.01 per cent. However, some 
of the methenamin taken by mouth may be de- 
stroyed in the acid medium of the stomach, again 
with some formaldehyd formation. De Eds? 
found.30 to 80 per cent methenamin excreted in 
the urine; but if the drug is given with sodium 
bicarbonate, the entire dosage is excreted un- 


1 Hinman, F 
1915. 


2 De Eds, F.: 


: Urinary Antiseptics, J. A. M. A., 65:1769, 


Arch. Int. Med., 34:511, 1924. 


changed. While the use of sodium bicarbonate 
will prevent destruction of methenamin in the 
stomach, it also renders the urine alkaline, so that 
the antiseptic value of the methenamin is lost. A 
recommended method of administration of me- 
thenamin is to give the drug in a large quantity 
of water before meals so that fairly. rapid ab- 
sorption may occur. In some individuals, 
of methenamin as small as 0.2 grams 
irritation of the urinary tract. In other patients 
it may irritate the kidney and cause hematuria. 
While acid urine is itself bactericidal, as shown 
by Jordan,’ it is also irritating, particularly when 
inflammation is present. It is very desirable, there- 
fore, to find a urinary antiseptic which will act 
in an alkaline urine. Attempts to devise prepa- 
rations of methenamin for this purpose have so 
far not been very successful. 


Certain preparations of crude drugs, such as 
copaiba, uva ursi, cubeb, and oil of sandalwood, 
have been used as urinary antiseptics, especially 
in gonorrhea; but they have been shown to have 
very feeble action on most ‘organisms leading to 
urinary putrefaction. Salicylic, benzoic and boric 
acids by mouth have also been recommended for 
urinary antisepsis, but they may be locally irritat- 
ing to the stomach and are not particularly effi- 
cacious. Acriflavin and proflavin by mouth, in 
dosages of 0.1 gram every few hours, deserve 
more use than they have been accorded. Acri- 
flavin in a concentration as low as 1 :200,000 will 
destroy gonococci in urine.* These dyes are par- 
ticularly useful because they act more strongly in 
an alkaline than in an acid urine, so that the local 
irritation of an acid urine in a kidney infection 
may be alleviated by giving some sodium bicar- 
boate with them. Methylene blue is too slow and 
weak a germicide to be effective as a urinary 
antiseptic. 


doses 
may produce 


A great advance in urinary antisepsis was made 
by Leonard ®° in the introduction of hexylresorci- 
nol. This is relatively non-irritating by mouth 
when administered in oil solution in gelatin cap- 
sules, and is rapidly absorbed and excreted largely 
in conjugated form in the urine. The small 
amount excreted uncombined is highly bacteri- 
cidal, and is not modified by the normal range of 
urinary reaction ; although this action is lost after 
the administration of large doses of sodium bicar- 
bonate. It does not irritate the kidneys or the 
urinary tract, and its systemic toxicity is not clini- 
cally significant. It seems to be very effective 
in cystitis and pyelitis caused by streptococcus, 
staphylococcus and B. pyocyaneus. It is not as 
effective against B. coli. The dosage is two to 


3 Jordan, H.: 
1913. 


4 Davis, E. G.: J. Urol., 
5 Leonard, V.: J. 


Urinary <Antiseptics, Brit. M. J., 2:648, 


5:215, 1921. 
A. M. A., 83:2005, 1924. 
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four gelatin capsules daily, each capsule contain- 
ing 0.15 grams dissolved in olive oil. 

Shortly after the World War, a Russian pharma- 
cologist induced a number of American pharma- 
ceutical manufacturers to become interested in 
certain azopyridin dyes as non-toxic and non- 
irritating urinary antiseptics. The two which have 
been most extensively used are “pyridium” and 
“serenium.” These are rapidly eliminated through 
the urinary tract, after oral administration, and 
are generally antiseptic in aqueous solution. They 
are administered in doses of 0.2 grams two or 
three times daily in tablet form. They impart a 
deep color to the urine. Although “pyridium” was 
admitted to “New and Nonofficial Remedies” in 
1930, it has more recently been removed because 
of lack of sufficient clinical evidence as to its value. 
“Serenium” was never admitted to “New and 
Nonofficial Remedies.” 


The newer developments in urinary antisepsis 
have not taken away clinical interest from me- 
thenamin and acriflavin. If methenamin is used 
with a ketogenic diet, or with sodium acid phos- 
phate, to keep the urine sufficiently acid for 
formaldehyd formation, it seems to be quite use- 
ful on the basis of present evidence. However, 
in many cases a strongly acid urine may be too 
irritating for the patient. Under these conditions, 
if alkalinization of the urine with sodium bicar- 
bonate may be accomplished, acriflavin by mouth 
may be recommended. Hexylresorcinol (‘ ‘Capro- 
kol”) appears to be effective as a urinary anti- 


septic against certain organisms in any ordinary 


range of urinary acidity. 
* * * 


Rosert V. Day, M. D. (1913 Wilshire Boule- 
vard, Los Angeles).— When taken internally, 
administered subcutaneously or injected intrave- 
nously, a considerable number and variety of 
pharmaceuticals are known to impart slight bac- 
teristatic properties to the urine in vitro. This 
bactericidal or bacteristatic effect can be roughly 
estimated or assayed in vitro against a known cul- 
ture of various species of bacteria. Up to the time 
of Pasteur and Koch, all of these—like santal oil, 
copaiba, cubebs, ete—must have been prescribed 
on a basis of empiricism and clinical observation. 
But just how much they accomplish in actual 
clinical practice in the matter of modifying the 
course of urinary infections, and become a thera- 
peutic factor in clearing up these infections, has 
been a somewhat controversial question. In a 
way, the psychological angle up to now has some- 
what paralleled the medieval alchemists’ dream of 
transmutation of metals: always hopeful, always 
experimenting, always disappointed, never quite 
discouraged. There can be little doubt, however, 
that in the occasional instance some of these so- 
called urinary antiseptics do effect a favorable 
therapeutic influence. The disappointing feature is 
that the beneficial effect occurs in such a small per- 
centage of cases, and that it is impossible, in ad- 
vance of individual clinical trial, to predict what 
particular case, or type of case, will be benefited. 
Of course if one shuts his eyes, so to speak, and 
from the manufacturer’s literature or other source 
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has, on the theoretical grounds, made up his mind 
in advance, then he often reports clinical results 
which cannot be confirmed by the impartial and 
objectively minded observer. But withal, since in 
the occasional case some of these drugs do have 
an appreciable or seeming beneficial effect on uri- 
nary infections, we cannot, therefore, entirely dis- 
card them; although in most instances not one of 
them is dependable, nor in the overwhelming ma- 
jority of cases is attended with any demonstrable 
therapeutic influence. 

I am not one of these who believe in prescribing 
these drugs routinely, though I formerly follow ed 
that practice, sometimes experimentally. When 
other rational, recognized and dependable urologi- 

cal methods fail to produce expected results in a 
given case, one may well proceed to find out what, 
if anything, the so-called urinary antiseptics can 
ac complish, and hope for the best. Occasionally 
one is surprised and gratified with the seeming 
effects of any of these drugs. Then in chronic, 
and for the most part incurable infections, like 
cord-bladder, etc., they may in some degree (espe- 
cially hexamethylenetetramin), prove beneficial in 
holding these infections in bounds. Again, in case 
of a patient with a hyperacute posterior urethritis, 
acute prostatitis or epididymitis, where it is neces- 
sary to discontinue all local instillations and in- 
jections, the use of urinary antiseptics, especially 
one which imparts to the urine a striking hue, is 
frequently a source of mental comfort to both the 
patient and the physician, and at times in such a 
case seems to have an appreciable therapeutic 
value aside from the psychologic angle. At any 
rate, it is sometimes any port in a storm. Finally, 
placebos are ofttimes indispensable. 

The most important factors in combating the 
common pyogenic infections are (1) natural re- 
sistance to infections, and (2) overcoming hin- 
drance to drainage. The first usually becomes 
amplified during the course of the infection, and 
nature has ways of promoting better drainage 
in spite of the fact that the surgeon can fre- 
quently accomplish this much quicker with a better 
end-result. A frequent occurrence is the almost 
magical subsidence of an acute pyelonephritis, 
following simple ureteral catheterization. Ureteral 
dilatation and better drainage is the undoubted 
explanation of this phenomenon. Without these 
two factors, natural resistance and drainage, ther- 
apy is inefficient and with them the effect of 
bactericides adds little, if anything. 

In an organ like the kidney it seems plausible 
that the transudation of bactericidal substances, 
through the glomerulus and tubules, should exer- 
cise a certain antiseptic effect. In clinical prac- 
tice, however, it would seem that the theory is 
fallacious. 


Most of the claims for the efficiency of urinary 
antiseptics are based on the fact that the patient’s 
urine in some degree is rendered bacteristatic. 
From a clinical standpoint this is of little impor- 
tance. The patient’s interest requires that either 
the subjective symptoms be ameliorated or the 
objective findings diminish, or both. Furthermore, 
this should be subject to actual demonstration by 
comparison with a series of control cases. Bac- 
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terial counts are misleading. For example, the 
patient with the greatest number of bacteria per 
cubic millimeter in the urine, is the bacilluria case 
without pus or albumen (or blood), with no fever 
and no other symptoms. This patient is potentially 
a case of urinary infection, because there exists 
a latent mechanical factor somewhere in the uri- 
nary tract; but when infection is lighted up and 
pyuria begins, the actual number of bacteria then 
becomes much smaller. Had it been possible to 
discover and overcome the mechanical factor in- 
volved, the bacteriuria would have disappeared 
without a clinical flare-up. 

Therefore, we should try to estimate the effects 
of urinary antiseptics by checking up on the clini- 
cal progress as regards the diminution or dis- 
appearance of such products of infection as pus 
and albumen, not merely by an all but worthless 
bacterial count. Besides that, other objective data, 
such as fever, leukocytosis, localized tenderness, 
etc., which, together with subjective symptoms 
and the urinary findings, afford us ample clinical 
indexes on which to draw practical conclusions. 


1. The most accurate method of recording the 
amount of pus in the urine is that of Kretschmer. 
It consists simply in counting the number of white 
cells per cubic millimeter of urine by employing an 
ordinary blood-counting chamber. On the aver- 
age, the time required for this count by a trained 
technician, without hurrying, is about three min- 
utes. Having ascertained both the cell count and 
the volume output, we can readily calculate the 
total number of white cells whether for an hour or 
a day. Regardless of the varying rate of urinary 
excretion during the twenty-four-hour period, the 
absolute number of pus cells per hour should be 
fairly constant. Therefore, we should ascertain 
the length of time elapsing since the last previous 
urination, and note the amount voided. (In prac- 
tice, noting the specific gravity affords one roughly 
the same information.) For if a specimen con- 
tains 100 white cells to the cubic millimeter, and 
is secreting 200 cubic centimeters per hour, the 
absolute number of pus cells is twice as great as 
when it has 100 white cells per cubic millimeter 
and is secreting only 100 cubic centimeters per 
hour. 

Another quantitative clinical method is the 
employment of centrifugalization technique. The 
urine is first strongly acidified in order to dis- 
solve phosphates, and centrifugalized in a gradu- 
ated tube. The amount of sediment (volumetri- 
cally) is noted by the graduations, which are in 
fractions for the first one cubic centimeter at the 
bottom portion of the tube. In the absence of 
gross blood and excessive urates the sediment may 
be considered 99 per cent pus. 

3. For reliably checking the effects of urinary 
antiseptics, one or other of the above methods is 
indispensable. In ordinary practice, however, a 
roug h estimate of the degree of cloudiness from 
pus is obtained by looking at the urine in a clean 
glass vessel, provided the factor of specific gravity 
is noted and taken into the calculation. This 
principle could of course be made the basis of a 
more nearly accurate nephelometric technique. 








If from one’s patients, with urinary infections 
of the same type and about the same grade. one 
divides them into two approximately equal gro Ips, 
one group ingesting urinary antiseptics and t 
other serving as controls, one then can ok 
some valuable data, if he has employed the quanti- 
tative methods described above. 

This data, taken in conjunction with other ob- 
jective findings plus a consideration of the course 
and progress as regards subjective symptoms, 
enables one, I believe, to form a fairly reliable 
estimate of the value of urinary antiseptics. Such 
data have been the basis of my own conclusions. 


One important fact must always stand out, viz.: 
That, notwithstanding in the rare case the urine 
does become sterile primarily as a result of the 
urinary antiseptic, the real etiologic factor never- 
theless has in almost no case been removed, and 
in all probability there will sooner or later he 
recurrences ; whereas by precise diagnosis the etio- 
logic factor can in the majority of cases be deter- 
mined and overcome. This applies to the matter 
of improvement after ketogenic diets. Ketogenic 
diet, being impracticable except in institutions, has 
the ‘additional disadvantage of promoting poten- 
tially harmful metabolism and catabolism. 


Of the old-fashioned drugs—santal, copaiba, 
cubebs, etc.—only santal oil is worth considering. 
It is excreted in the urine as a soluble sodium 
salt. The urine may become faintly bacteriostatic 
and rendered more bland. 

For nearly forty years tens and tens of thou- 
sands of physicians over the civilized world have 
prescribed hexamethylenetetramin on faith and 
the inspired literature of the manufacturers and 
a plausible theory. In 1914, when inquiring minds 
began intensively to check up on its actual clinical 
value, it was found that its therapeutic virtues 
had been greatly exaggerated by its manufacturers 
and their agents and by physicians, who from 
their very traditions, perhaps extending back to 
primitive man, unconsciously tend to be thera- 
peutic optimists. It was claimed by investigators 
at Johns Hopkins University that approximately 
100 grams of hexamethylenetetramin per day was 
necessary to impart definite bactericidal or hac. 
teristatic properties to the urine. This dose ojten 
produces unpleasant and even harmful effects. In 
acute posterior urethritis, acute cystitis or vesical 
tuberculosis, it increases the dysuria noticeahl) 
and not infrequently results in a more or less 
frank hematuria. Its administration is sometimes 
attended by loss of appetite and anorexia. As a 
prophylactic against infection preceding, and fol- 
lowing urological procedures, both cystoscopic and 
surgical, there is little if any reliable evidence to 
warrant the conclusion that patients, so treated, 
do better clinically than those who receive no 
hexamethylenetetramin or other urinary antiseptic. 
I have tried both plans during long periods, and 
could discover no advantage in its routine em- 
ployment. 


Hexylresorcinal produces gastro-intestinal up- 
sets of varying degree with such regularity that 
any beneficial effect it possibly produces, in rare 
instances, may profitably be ignored. It is now 
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being advertised extensively in lay periodicals with 
enormous nation-wide circulation. 

The great number of yellow dyes that have been 
placed on the market, beginning with acriflavin, 
at the close of the World War, are, chemically 
considered, built up around the acridin base as 
a nucleus. Whatever bactericidal effects may be 
demonstrated in vitro, the clinical results have 
been deficient and disappointing ; not, however. to 
gainsay that occasionally these drugs seem to give 
beneficial results. Their tendency to upset di- 
vestion, and the exorbitant prices, discourage their 
employment except where other therapeutic meas- 
ures prove deficient or for the moment are contra- 
indicated. 

The only three cases of agranulocytosis which 
I persone illy have observed closely had _ recently 
been given long courses of one of these acridin 
dyes. Probably this is simply a coincidence; but 
in view of the well-known fact that certain of 
the closed-ring synthetic compounds have a de- 
cided and very definite effect on the cytological 
characteristics of the blood, it might be well to 
bear this observation in mind. 

One unfortunate feature in regard to these dyes 
is that, when the patient appears for urological 
examination, for instance kidney study, the colored 
urine precludes, temporarily, the possibility of 
obtaining an even approximate kidney functional 
test. 

Possibly the explanation for the favorable re- 
sult occasionally observed after the use of urinary 
antiseptics is that the rapid multiplication of urea- 
splitting organisms is slowed down, thereby tend- 
ing to break the vicious circle by hindering the 
factor of chemical trauma due to ammonium car- 
bonate. 


It seems to me that the outstanding and funda- 
mental iniquity, in the employment of urinary 
antiseptics, is the widespread tendency to neglect 
accurate anatomic and functional diagnosis on 
which all rational therapy must be based. Unless 
ultra-virulent or overwhelming, practically all types 
of pyogenic infection, any where i in the body, are 
eventually self-curative excep: when there is stag- 
ati 7 or hindrance to drainage. When the me- 
cliat ical obstruction to drainzge is overcome, re- 
covery is usually prompt and complete ; conversely 
if the obstructing factor continues, recovery is 
improbable, or punctuated by recurrences. For 
example, this drainage may be promoted in many 
instances by means of a urethral or ureteral cathe- 
ter. In this connection, one must not forget that 
nature tends to eventually esta lish her own drain- 
age in a percentage of cases of urinary infections 
just as elsewhere, and this probably accounts for 
the recovery of most of those cases treated with 
urinary antiseptics only. 

The conclusion is that in actual clinical prac- 
tice one should ordinarily expect no_ beneficial 
effects from urinary antiseptics; but if perchance 
such good effects ensue, one should consider i 
just a fortunate wind-fall. Prescribe urinary anti- 
septics for whatever reason you choose; but do 
not neglect precise diagnosis and rational therapy 
based thereon. Prescribing the urinary antiseptics 
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available up to now has, for the most part, proved 
to be just empiricism, and a self-deceiving dream 
of those who wish to believe in the philosopher's 


stone. 
es) + 


FRANK Hinman, M.D. (384 Post Street, San 
Francisco ).—1. Sindaction, Internal medication 
is a popular method of treatment of urinary in- 
fections, in spite of the fact that the results are 
wholly unsatisfactory and unreliable. This failure 
may be a blessing in disguise, because a really effi- 
cient internal urinary antiseptic which woul I clear 
pus and organisms quickly from the urine would 
be a menace to early urological diagnosis. Sec- 
ondary infection is the common cause for an in- 
vestigation which leads to the discovery of some 
urogenital abnormality unsuspected before the ad- 
vent of the infection. It has become axiomatic in 
the pyurias of children to investigate orly those 
which fail to clear after prolonged internal medi- 
cation, and even these chronic cases might be 
removed from the benefits of urological study if 
an efficient antiseptic existed. With the introduc- 
tion of more and more efficient urinary antiseptics, 
better and better judgment will be required in 
the differentiation of the conditions which cause 
pyuria. The infections associated with some ab- 
normality of the urogenital tract must be distin- 
guished from the infections unrelated to any such 
abnormality. Urinary obstruction is a common 
cause of infection which disappears, as a rule, 
without other treatment than removal of the ob- 
struction. It is important, therefore, have a 
classification of urinary infections in mind in the 
discussion of the relative efficiency of the different 
urinary antiseptics, and the following is a practi- 
cal one from the clinical standpoint : 


I. Specific infections (gonorrhea, tuberculosis, etc.). 
Il. Nonspecific and pyogenic infections. 
A. Of the lower tract (including cystitis). 
(1) Associated with obstructions. 
(2) Associated with infections of the seminal 
tract. 
B. Of the upper tract (including cystitis). 
(1) The urogenitogenous group of renal infec- 
tions. 
The obstructive type of renal infections. 
1. Obstructive types of renal infection 
without much back pressure change. 
2. Infected hydronephrosis. 
b. The urethral type of urinary infections. 
1. Renal infection secondary to urethri- 


tis. 

2. Renal infection which follows instru- 
mentation. 

3. Renal infection caused by cohabita- 
tion, 

4. Spontaneous ascension of infection. 

(2) The focal group of renal infections. 
a. Acute staphylococcic nephritis, cortical 


abscesses and carbuncle. 
b. Focal pyelonephritis. { 
1. Acute. 
2. Chronic. 
Atrophic. 
c. Intercurrent nephritis and pyelonephri- 
tis. 
(3) Perirenal abscess. 
C. Whole tract infections. 
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TABLE 1. 


Food Material Which Gives an 


Bacon, smoked 
Barley, pearled 
brisket, 


Buckwheat flour. 
Butter fish 
Catfish 

Chicken, broilers . 


Cod, dressed . 
salted 


Corn, green - 
SN CIE cciisissinecinnsniiien 
Crackers, soda .......... 


medium 


dried, salted, smoked 

flank, lean 

fore quarter, 

fore shank, 

heart 

hind quarter, lean 

hind shank, lean......... 

hind shank, fat........... 

juice 

kidney 

liver .. 

loin 

neck, 

neck, medium fa 

plate, lean 

porterhouse steak 

rib rolls, lean 

ribs, lean 

ribs, fat ... 

roast 

round, 

round, free from vis- 
ible fat 


lean...... 
lean.. 


Eels, dressed 
Flounder (entrails re- 
moved) 


Flour, wheat, entire 
wheat, patent 
wheat, straight ... 
wheat, average high 

and medium grades 2.7 

Fowl 

Frog’s legs 

Goose, young 


Haddock (entrails re- 
moved) 


Haddock, smoked ...... 
Halibut, smoked 
Halibut, steaks 


Ham, fresh lean 
medium fat .. 
smoked, lean 
smoked, medium fat.. 
boneless 


erano , HE : 
00 OHSS DORON NS WMD RDONW SOWIE AWD Om 


sides, lean 
shoulder 
lean 
shoulder and clod, me- 
dium fat ‘ 
Sirloin ........ - 8.9 


Black fish 
Blue fish .... 


Bread, white, average.... 2.7 
whole wheat 3.0 


< 


Herring, s 
PROD sccinscntiosinecpevencininned 





Excess of Acid in the Urine: 


Lamb, breast 
chops, broiled 
fore quarter ...... 
hind quarter .... 
leg, medium fat 


MINI <icesnumcasinepssecinnetebibesiabicinaics 
Uy Ta 


Salmon, fresh 
canned 


Sausage, bologna 
frankfort 
summer 


Sardines 
Shad .... 
Shredded wheat 


a | 


nocom CCT DO Po 


or 
ao@m trey o 


3. 
.3 
a ee 
e 
‘a. 
- 2. 
- Ss 
mS 
a ae 
— 


WH AOeMoOSoOM 


ote 


iy 


Mackerel, fresh 
salt 


salt, canned .............. a 


Mutton, chuck 
flank, medium fat.. 
fore quarter 
hind quarter 
hind leg, lean 
hind leg, medium fat.. 
loin, medium fat 
neck, medium fat 
shoulder, medium fat 3. 
ee . 2.5 


Oat meal, eae oats 3.0 
Oysters, fresh, solids....30.0 
Peanuts 


BI asicscccccisteneieincinecs 3.6 


Veal, breast, lean 
breast, medium fat... 
eS eee 
chuck, medium fat... 
flank, medium fat.. 


CH PTIDNWND DOM 


5 
7 
8 
2 
0 
0 
5 
5 
0 
0 
2 
0 
5 
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Porgy, whole 


Pork, loin chops, lean.... 4. 
loin chops, medium fat 2.5 
fat, salt 
side, not 

kidney 
shoulder, smoke 
sausage en 
OUNTOTROETD ccsscecicsecscencices 


shank, hind .. 
shoulder, lean . 
shoulder, mediu 


Walnuts, California 
TE TIE icicsicccsiecinsencscies 
Wheat, cracked 

White fish 


He 00 CO wT im Te OT HI =) 
“100 O ke CTR 
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Food Material Which Gives an Excess of Base in the Urine: 


a 


I «i iiccsidsicnidanaibamddilit 1.8 
Apples, fresh 

Apricots, fresh ... 
Asparagus, fresh 

Bananas 


Beans, baked, canned... 
ID: scinsscmmcen aioe 
lima, canned | 
fresh 
dried auld 
string, canned . 
string, fresh 
kidney, canned 
kidney, dried ... 


Beets, ner is iasicnanaaaeale 23.6 
Buttermilk 

Cabbage 

III sicccccncstsnsssisnctstneniocsnanson 
Cauliflower 


Cheese, Cheddar ............ 
Cherries, fresh 


Chestnuts, dried 
fresh 


Citron 


1.2 


Cocoanuts ... 
Cranberries 


Cream, 18.5% fat. 
40% fat 


Cucumbers, fresh 
Currants, dried (Zante) 1.8 
Dates 

Figs, dried . 

Grapes 

Grape juice 

Koumiss 

OEE 

IO BID acecternncccctsocsinns 





* Amounts assumed to be negligible. 


2. The Clinical Application—tThe clinical ap- 
plication of internal antiseptics in the treatment 
of pyogenic infection is: (1) Prophylactic; (2) 
palliative; (3) therapeutic. 

It is important to have one of the above pur- 
poses as the reason for internal medication, and 
not to give antiseptics just because pyuria exists. 
It is well to remember that a cure by the use of 
internal urinary antiseptics alone is the exception. 
Most of the cases of pyuria apparently so cured 
probably would clear up without them. The use 
of urinary antiseptics is predominantly for pro- 


Lettuce 
Marmalade, orange 


Milk, condensed sweet- 
ened 


Pears, canned 


Pineapple, fresh . 


ened 
skimmed 
whole 


Molasses 
Mushrooms 
Muskmelons 
Olives 
Onions 


Potatoes 

Potato chips 
Potatoes, sweet . 
Prunes, dried .. 
Pumpkins 
Radishes 
Raisins 
Raspberry juice 
Rhubarb 
Spinach 

Squash 
Tomatoes, 
Turnips 
Watermelons 


Orange juice 
Parsnips 


Peaches, canned 
fresh 


Pears, fresh 





phylaxis and palliation. They are an accessory. 
sometimes of great value, but nevertheless an 
accessory in the treatment of the great majority 
of urinary infections. Infections of the lower 
urinary tract are almost always secondary to som: 
other condition, as also are the majority of in- 
fections of the upper urinary tract. Antiseptics 
are useful for prophylaxis preliminary to instru- 
mentation and surgery of uninfected patients, and 
for palliation in the course of study and treatment 
of the infections which may clear up following 
their use only to recur later on. In order to get 
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the best results with urinary antiseptics, in addi- 
tion to the foregoing basis of use which has to 
be correlated with the diagnosis, there are three 
factors of importance: 


‘ The reaction and the output of urine. 
2. The invading organism. 
3. The individual tolerance. 


Some antiseptics act best or only in an acid 
urine (hexamethylenamin), others in an alkaline 
urine (acriflavin). The effect of some is enhanced 
by limitation of fluids (hexylresorcinol), although 

a large fluid intake is beneficial in most infections 
vi ‘of insignificant influence on the action of 
other antiseptics. Some are more effective against 
cocci (methylene blue) than against bacilli. Some 
upset certain patients who can tolerate others. 

3. The Relative Effectiveness—From the fore- 
going it is apparent that a comparison of urinary 
antiseptics in a brief discussion can be general 
only. For most purposes three antiseptics suffice, 
namely, hexamethylenamin (hexamin, urotropin), 
acriflavin and methylene blue. I would place their 
relative usefulness in the order given; but their 
relative effectiveness will vary markedly with con- 
ditions, which have been indicated. 

Hexamethylenamin is useless in a urine which 
cannot be kept well on the acid side, and the lower 
the pH the more effective will it be because of 
the maximum yield of formaldehyd then. An effi- 
cient acidifier of the urine is an absolute necessity 
in conjunction with hexamin therapy. Shifting 
the pH from alkaline (by giving citrates and bicar- 
bonates) to acid (by giving acid sodium phos- 
phate, ammonium chlorid and ammonium acid 
phosphate) has been regarded in itself as an effec- 
tive bactericide, but is by no means as efficient 
as when used in conjunction with hexamin dur- 
ing the acid period and acriflavin during the 
alkaline period. The ketogenic diet* likewise is 
regarded as more efficient when ketones are pres- 
ent in the urine than when the pH alone is low. 
A diet composed mostly of foods in which acid 
predominates, or the alkalies are low (Table 1), 
may be useful occasionally with hexamin. A strict 
ketogenic diet is both difficult and disagreeable, be- 
sides requiring persistent use for a long time to be 
effective. Hexamin may be effective intravenously 
when it cannot be given by mouth for some reason. 
It is indicated and useful in this way—for ex- 
ample, in patients who undergo uretero-intestinal 
implantation as prophylaxis against ascending in- 
fections. 

Acriflavin (grains one-half to two, three times 
a day) seems to act best in an alkaline urine. It 
should not be given for any prolonged period. 
It is effective oftenest in pyurias with colon bacilli 
associated with abnormalities of the lower tract. 

The effectiveness of methylene blue (grains 
one to two, three times a day) is influenced very 
little by urinary reaction. Its chief usefulness is 
in coccal infections of the lower tract. It may 
be highly efficient in gonorrheal infections of the 
lower urinary tract (urethrocystitis) of women. 


* Barborka, C. J.: Ketogenic Diet and Its Use, 8:471- 
481, 1933. 


For other comments on Ketogenic diet, see page 358. 
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Other urinary antiseptics are indicated mainly 
when hexamin is not tolerated well or the urine 
cannot be rendered acid. The occasional patient, 
for these reasons, mostly in the group of in- 
fections of the lower tract such as the prostatic 
with cystitis, will do better on hexylresorcinol. 
Rarely will an arsenical (arsphenamin) be indi- 
cated intravenously for coccal infections. 

In conclusion, it may be said that the use of 
the urinary antiseptics which are now available 
requires judgment, based on the careful consider- 
ation of the conditions for which they are to be 
used, as well as of all factors influencing their 
action, in order to secure any degree of effective- 
ness. At best their use is prophylactic and pallia- 
tive. Rarely will they be curative. 


Deaths in California in 1932. — A total of 67,622 
deaths was registered in California in 1932. Data for 
deaths in 1933 are not available at the present time. 
Seventy-five per cent of all deaths in California during 
1932 were due to the following seven causes: diseases 
of the heart and circulatory system, cancer, nervous 
system, external causes except suicide, tuberculosis, 
nephritis, and pneumonia. In 1932 there were 17,681 
deaths due to diseases of the heart and circulatory 
system. This constitutes 26.1 per cent of the total 
number of deaths that occurred in the state. Cancer 
caused 11 per cent of the total deaths, diseases of the 
nervous system 9.5 per cent, external causes except 
suicide 8.1 per cent, tuberculosis (all forms) 7.4 per 
cent, nephritis 7.3 per cent, pneumonia 5.6 per cent. 

Following are the numbers of deaths in California 
in 1932, according to principal causes: 

Circulatory system 17,681 
CRROOR  ccesicccssenes anhindaiedsinsiss ninsisbadseaiemuscansinnds Te 
Diseases of the 1 nervous sy yatom... ..- 6,387 
External causes, except suicide... cccecseeeeeee-- 5,523 
RRM OME NIINRM sg TATE ROE TINS wns esse cesecesestchtsnickenccsoassahacintenascasaas OOM 
Nephritis 4,993 
Pneumonia ‘ . 3,973 
Digestive system (except diarrhea) (ander tw o—over 

two) 3,474 
Epidemic diseases (except tuberculosis).......................... 2,926 
I ON a iicrccisciteiceeceskscccvoksincasvnscveehaiisininatocen 2,862 
Early infancy................. oe. ee 
Suicide woo. bg 800 
Nonvenereal genito-urinary wise -- 885 


maeesere system (except | pneumonia sand tuberct u- 
osis) 


Diarrhea and enteritis (under two) 511 
Congenital malformations................ - 495 
Puerperal state 448 
Diarrhea and enteritis (over two) 206 
Senility — 
Diseases, skin and cellular tissue... 130 
Ill-defined and unknown ee 

Diseases of bones and organs of locomotion 


There were 2,926 deaths from epidemic diseases, 
not including tuberculosis. This constituted 4.3 per 
cent of the total deaths that occurred in California in 
1932. Influenza caused more deaths than any other 
disease in this group. Following are the numbers of 
deaths from each of the epidemic diseases in 1932: 

I ain ccciascishecenechaaiiddapabbelibianstnatdiinineiiiiaanie 

Malaria 

ae 

Measles sscectctpecaisets 

Scarlet fever. Spain Achiditdacstanmbiiaes 

Whooping-cough. .....................:.0--000-- 

Diphtheria 

Influenza .... 

Dysentery 

Acute poliomyelitis .. eal it inledia tees 

Lethargic encephalitis . Lesa deeeasnecncenanans 
Meningococcus meningitis Sas 
TI NIN caisccnsiictinntinicdcatadesnentecsncdicesintécsationenisinceicunesionssien 
Other epidemic diseases 
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INITIATIVES 9 (CHIROPRACTIC) AND 17 
(NATUROPATHIC) 


Before this November issue of CALIFORNIA 
AND WESTERN MEDICINE finds its place in the 
mails, the electorate of the State of California 
will have gone to the polls and given its verdict 
on two proposed laws—Initiative 9 (Chiropractic ) 
and Initiative 17 (Naturopathic). The official jour- 
nal of non-sectarian, scientific medicine in Cali- 
fornia can only express the hope that, by a large 
and decisive vote, the citizens of the’Golden State 
will have rejected these two initiatives. If, how- 
ever, as with other movements in these troublous 
times, the verdict of the people shall prove to 
have been otherwise, it will then become the duty 
of organized medicine to decide what policies 
should be adopted, both for the present and also, 
in so far as possible, for the future. 

It is sincerely to be wished for that each and 
every member of the California Medical Associ- 
ation was alert to his responsibilities, and that 
all did their utmost in promoting the efforts to 
safeguard the citizens of the State from laws 
which, no matter how high-sounding in words, 
* E ditorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 
which follows. 


MEDICINE Vol. 41, No. § 


if enacted would bring about retrogression jin 
healing-art standards and practice; with saddest 
results, however, not to the medical profession, 
but to the lay public itself. 

To all who lent a hand in the campaign just 
closed, the thanks, not only of the California 
Medical Association, but of scientific and non- 
sectarian medicine-at-large. So much, for 
present, on this subject. 


A DUTY OF VITAL IMPORTANCE TO 
EVERY MEMBER OF THE CALIFORNIA 
MEDICAL ASSOCIATION 
At this year’s annual session of the Californi 
Medical Association at Riverside, the House of 
Delegates (after serious discussion, which lasted 
into the morning hours) voted that a sickness sur- 
vey in California should be made, and — 
the plan for a Committee of Five to supervise t! 

study. 

That committee has been hard at work, but 
finds lack of codperation on the part of many 
members of the medical profession. : 

Questionnaires of an impersonal and confi- 
dential character have been sent to the licensed 
physicians of California, but to date, only about 
10 per cent have sent in their replies! 

To be of real factual value, such a study of 
medical economics in California must call for re- 
plies to a total of about 80 per cent and, as already 
stated, up to the present time only 10 per cent of 
the answers required have been received by the 
committee. 

In short, at this date (only two months before 
the day when the 1935 California legislature will 
convene to hear the report of its own Senate 
Interim ne we ourselves—that is, nine 
out of every te are so grossly negligent 
that unless we give more evidence of codperation 
it will be impossible to compile a report of the 
kind we have demanded; and through such non- 
cooperation we will throw away practically the 
thousands of dollars which it has thus far been 
necessary to lay out in order to create the ground- 
work for an accurate and comprehensive report. 

These words are written at the request of the 
C ommittee of Five on Survey, which is your com 
mittee, and which you have created to take charge 
of this work. We regret that we must seem t 
chide, but the issues at stake are so important 
that, on behalf of the Committee and also the 
Officers of our Association, we appeal to ever) 
member who has not sent in his questionnail 
blank to fill out the blank immediately and giv: 
the matter his earliest, proper attention. 

Here in California we must be true to the fait! 
and carry our respective shares of mutual bur- 
dens. Failure in this effort to make a real surve) 
for California would give others the right to c 
us “An Organization of Non-codperators.” W: 
know that we do not deserve such an appellation, 
and if in this each member of the California 
Medical Association will only do his bit, there wi! 
be no need of remorse later on. 

In conclusion: please fill in your Questionnair 
and send it at once to the Committee of Five!! 
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SHOULD CALIFORNIA HAVE A QUALIFY- 
ING CERTIFICATE FOR THE LEARNED 
PROFESSIONS? 


What Is a “Qualifying Certificate’ Law?—A 
qualifying certificate law for professions, such as 
the healing art, dentistry and pharmacy, may be 
said to be a commonwealth’s expression of inten- 
tion to demand of all those who aspire to enter 
such professions, that, prior to admission into 
their respective schools of learning, they shall give 
evidence of adequate knowledge of certain basic 
or fundamental subjects upon which their later 
professional training is to be built. 

* + *x 


The Police Jurisdiction of a State Permits the 
Enactment of Such a Law.—The right to pass 
such a law rests upon the police authority vested 
in each commonwealth by our Federal Govern- 
ment. Such police authority is so granted in order 
to permit the States of the Union to enact legis- 
lation that will make for the welfare and happi- 
ness of their citizens. The protection of human 
health and life has long been construed to be a 
fundamental obligation “of all governments ; and 
public health acts, medical practice and similar 
laws are held to be proper and legal police meas- 
ures to attain such conservation. 


* & 2 


Why a National Medical Practice Act Is Im- 
possible-——In the United States the Federal Gov- 
ernment recognizes the principles of State rights. 
and permits each of its federal units or common- 
wealths to be supreme in carrying out its police 
obligations within its own geographical confines, 
reserving, for federal intervention or authority, 
those conditions having to do with interstate or 
international policy. That is why, for instance, 
each State enacts its own Medical Practice Act 
or acts, and why, also, there are almost as many 
varieties of medical practice acts as States in the 
Union; and it explains, likewise, why a national 
medical practice law cannot come into existence 
through obligatory legislation upon all the States 


in the passage of such a law by the Congress at 
Washington. 
* * * 


Explanation of Reasons for Existence of Dif- 
ferent Kinds of Healing-Art Schools. — The 
reasons for the existence of div ergent and antago- 
nistic schools of the healing art is easily under- 
stood when the history of that practice and the 
psychologic background of human beings are 
taken into consideration. For human minds grasp 
at different remedial agencies for physical and 
mental ills as willingly as they seize upon a multi- 
tude of sects and church agencies to minister to 
their spiritual welfare. This may be unfortunate. 
but facts are facts, and must be accepted as such. 


* * * 


Citizens Have the Right to Choose Their Medi- 
cal Advisers, but Latter Should Be Adequately 
Trained.—The right of citizens to hold different 
views on methods of healing, and to choose the 
healing-art advisers they prefer is conceded ; pro- 
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vided that practitioners who are legally recog- 
nized and sanctioned shall possess qualifications 
indicating that their methods of practice will not 
be inimical to the welfare of the persons who call 
upon them for advice and aid, or to citizens-at- 
large. 

* * * 

The Justification for a Qualifying 
Law.—It is on these grounds that the 
justification of a “qualifying certificate” law be- 
comes manifest. It demands no great amount of 
book-learning to enable any person to realize that 
if an automobile, which is made out of permanent 
and non-changing parts, is a very intricate piece 
of mechanism, then the human body, with its 
ever-changing component biologic elements, must 
be vastly more so; and that to understand the 
structure and function of the living human body 
necessitates a very considerable amount of both 
preliminary or general, as well as technical or 
professional, education and training. 


Certificate 
need and 


. .. 2 


Citizens Want Their Healing-Art Practitioners 
to Be Well Trained.—Citizens in all walks of life 
prefer that their practitioners of the healing art 
(whether non-sectarian or sectarian practitioners 
makes no difference) shall be intelligent persons 
who have been adequately educated and trained. 
The public school system is so thoroughly a part 
of American life that in the United States a high- 
school course is no longer looked upon as an 
extraordinary but, rather, as an ordinary amount 
of basic general education. Almost all citizens 
agree that, at the very least, a high-school general 
training should be possessed by all types of 
healing- -art practitioners. And few citizens would 
raise vigorous objections if one vear of collegiate 
schooling were demanded by law before an indi- 
vidual should be permitted to enter upon his 
course of professional training in a healing-art 


school. 
* * + 


Qualifying Certificates Should Demand One 
Year of College Training.—The one year of col- 
lege work requirement is the standard suggested 
in a draft of a qualifying certificate law which 
has been prepared for the Council of the Cali- 
fornia Medical Association by the special com- 
mittee which it appointed several years ago, and 
which has been studying and reporting thereon. 
(For list of report references and comments, see 
CALIFORNIA AND WESTERN MEpICcINE for March, 
1934, page 211, April, page 302, and June, page 
436.) At the Los Angeles meeting of the Council 
held on October 6, at which the special com- 
mittee’s draft of a qualifying certificate law was 
presented, the committee was instructed to proceed 
further with its studies and report a revised draft. 


* * * 


Some Basic Provisions in the Proposed Qualif y- 


ing Certificate Law.— For the 
members of the Association, and in the hope 
of securing suggestions thereon, some of the 
basic provisions of the proposed law are here 
enumerated : 


information of 
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All persons who would matriculate in a healing- 
art school of any kind must, prior to such matricu- 
lation, possess a “qualifying certificate,” granted 
after examination by the California Board of 
Qualifying Certificate Examiners. 

To secure a qualifying certificate, the applicant 
must satisfactorily pass an examination in five 
subjects, to be chosen from a group of eight; 
namely, English, chemistry, physics, botany, zo- 
ology , biology, anatomy, physiology. 

The amount of knowledge required in the five 
subjects chosen by the applicant must be of the 
standard demanded of students who have com- 
pleted freshman-year studies in the University of 
California. (The acquisition of this knowledge 
can be in any school or college, or under private 
or other instruction, but the standard demanded 
must be equivalent to that referred to as exacted 
by the State University.) 

The Qualifying Certificate Board shall consist 
of five ‘members, one each from the following 
institutions: University of California, Stanford 
University, University of Southern California, 
Santa Clara University, and California Institute 
of Technology. (No Board member shall be on 
the faculty of a healing-art school.) 

The members of the Qualifying Certificate 
Board shall be appointed for five-year terms from 
the above-named institutions, one term expiring 
each year; the appointments to be made by the 
Regents of the University of California, of which 


body the Governor of California is the chairman. 
> 7 * 


The Advantages of the Above Provisions.— 
A consideration of the foregoing makes evident 
that in such a proposed plan provision is made: 

For a nonpartisan, nonsectarian, nonhealing-art 
hoard of highest scholastic attainment and reputa- 
tion, and one free from all political influences ; 
and 

For an examination in basic cultural and scien- 
tific subjects; the applicant to have considerable 
latitude in his choice of five out of eight subjects ; 
the standard for scholastic attainment being that 
which is assumed to be possessed at the end of 
the freshman year at the State University or its 
equivalent. 

At this time it is not possible to go further into 
detail concerning the proposed qualifying certifi- 
cate law, but in due course other comment will 
be made. The law would seem to fulfill all the 
purposes of “basic science” enactments, such as 
exist in several States, with the advantage that 
controversial subjects like bacteriology, hygiene, 
pathology, would not come before the people when 
the measure was presented for adoption—a some- 
thing to be decidedly reckoned with in California. 

* * * 

The Subject Is Worthy of Earnest Study.—In 
conclusion, it may be stated that if such a qualify- 
ing certificate law, in years gone by, had been 
made a part of the California statute books by 
initiative vote of the people, the placement of 
Initiatives 9 (Chiropractic) and 17 ( Naturo- 
pathic) on the November 6, 1934, ballot might 
have been rendered impossible. However, be that 
as it may, the subject of a qualifying certificate 
law is one that is worthy of the serious attention 


Vol. 41, No. 5 


of professions such as medicine, dentistry, and 
pharmacy. Let there be discussion thereon, and 
then the light will follow. 


SECRETARY WARNSHUIS’ SALUTATION 

In the California Medical Association depart- 
ment of this issue of CALIFORNIA AND WESTERN 
MEDICINE (printed on page 344), Secretary Fred- 
erick C. Warnshuis calls the attention of members 
to comments, official and unofficial, which he will 
contribute to that column, on the current work 
of our Association. The California Medical -\s- 
sociation Council joins with him in his cordial 
invitation to all members for fullest codpera- 
tion with the Association’s central office. Doctor 
Warnshuis will also send to every county society 
secretary a “month-by-month” letter dealing with 
matters of special interest and importance. In the 
official journal, too, items on the activities of State 
and component county societies will be taken up 
so that both officers and members may be kept 
in touch with the work in hand. 

By the time this November issue reaches its 
readers many members will have had an oppor- 
tunity to meet personally the new Secretary of 
the Association, and it is hoped that such contacts, 
promoting the utmost frankness and cordiality, 
will make easier a utilization of the services of 
the administrative offices. As before stated, the 
Council joins with Doctor Warnshuis in his invi- 
tation for fullest codperation. The officers of the 
California Medical Association desire to under- 
stand the problems of component county socie- 
ties, and at the same time wish to have members 
everywhere know what is being done at the central 
headquarters. The Association Secretary is an 
important factor in effecting good understanding, 
and by everyone so working with him, much may 
be accomplished for organized medicine. 


THE CORONER’S OFFICE, OR THE 
MEDICAL EXAMINER SYSTEM— 
WHICH? 


At the Century of Progress Fair, one of the 
exhibits in the Hall of Science was presented by 
the Institute of Medicine of Chicago. The de- 
scription of this exhibit and the text of a very 
illuminating leaflet handed to visitors are printed 
on page 356 of this issue. 

A perusal of the facts set forth therein is ver) 
enlightening. One of the parallel columns de- 
picts a coroner’s department as conducted by an 
unqualified personnel holding office by virtue of 
the antiquated political heritage, while the other 
column notes a contrasting efficiency in the in- 
vestigation of deaths having medico-legal aspects 
when such inquiries are conducted under the 
“Medical Examiner System.” 

The facts, as so printed, readily suggest 
members of the medical profession their own 
answers, and with proper educational work cou 
be made equally understandable and appealing 
lay citizens, who, in the last analysis, will deter- 
mine whether an almost medieval coroner's sys- 
tem shall continue or be supplanted by methocs 
more in harmony with present-day knowledge and 
civilization. 
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In the not far-distant future, the old coroner’s 
set-up—as part of an obsolete political system 
that is altogether out of touch with modern out- 
looks—must and will be given up. The pity of it 
is, that the change will probably not come with- 
out a severe political struggle. In Europe and 
some portions of the United States, the medical 
examiner system is in full operation. If the medi- 
cal and legal professions would unite in a cam- 
paign of education for the lay public, only a few 
years would be necessary to witness the downfall 
of the old-fashioned, inadequate coroner’s depart- 
ments (as they now exist, for instance, in Cali- 
fornia) in favor of a system of scientific medical 
examiners. The suggestion is here made that 
component county societies might find this an 
interesting topic of discussion at joint meetings 
held with members of the legal profession. A be- 
ginning must always be made when such reforms 
are in mind; why not, therefore, during the com- 
ing year let the study of the coroner’s office and 
operations be one of the topics for discussion in 
county societies ? 


INITIATIVES 9 AND 17 DEFEATED 


As this last November form is about to be 
printed, the November 6 election returns indicate 
the defeat of the Chiropractic and Naturopathic 
initiatives. Congratulations to the citizens of Cali- 
fornia for this defense of public health and of 
professional standards. For further comments, 
see December issue. 


EDITORIAL COMMENT* 


SYNERGISTIC ANAPHYLAXIS 


Ten years ago it was noted by Dr. G. Sana- 
relli,’ director of the Hygienic Institute, Uni- 
versity of Rome, that if normal adult rabbits are 
injected intravenously with sublethal doses of 
cholera bacilli, the injected bacilli often localize in 
the intestinal mucosa. The blood stream, and most 
of the extra-enteric tissues, soon become free 
from the injected micro-organisms. If the result- 
ant enteric carriers of cholera bacilli are injected 
intravenously, about twenty-four hours later, with 
presumably subtoxic doses of B. coli or B. proteus 
filtrate, violent systemic shock often occurs. This 
heterophile or synergistic shock may cause death 
within a few hours, with symptoms resembling 
lethal anaphylaxis. With intravenous injection of 
smaller doses of the same heterophile bacterial 
filtrates, however, this systemic shock is not noted. 
A local enteric allergy or non-specific Arthus 
phenomenon, however, is demonstrable, a hemor- 
rhagic or desquamating enteritis, producing symp- 
toms simulating those of human cholera. Sanarelli 
referred to this local synergistic enteritis as an 
“epithelial shock,” for which he coined the word 
“epithalaxie.” 


* This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 
discussions suitable for publication in this department. No 
presentation should be over five hundred words in length. 


1 Sanarelli, G.: Ann. Inst. Past., 38:11, 1924. 
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That the Sanarelli heterophile Arthus phenome- 
non may also occur in extra-enteric 
been abundantly demonstrated by Shwartzman,’ 
Hanger,’ Sickles,* and others. These investigators 
found that a wide range of mildly toxic antigens, 
such as B. typhosus filtrate or eel serum, will 
render local skin areas hypersensitive to hetero- 
phile factors. Violent hemorrhagic reactions may 
occur in the prepared skin areas on the intra- 
venous injection of such substances as alien bac- 
terial filtrate, dilute agar, gelatin, india ink, or 
galactose. In their latest study of the Sanarelli 
reaction, Freund and Smith® report hemorrhagic 
necrosis of prepared skin areas following intra- 
venous injection of soluble starch. This local 
starch reaction is often accompanied by severe sys- 
temic shock, the physiological mechanism of which 
has not yet been determined. 

It is conceivable that the Sanarelli synergistic 
allergic syndrome has a wide application to the 
symptomatology of infectious diseases. It sug- 
gests, for example, that certain forms of arthritis, 
otitis media, and catarrhal conditions of the upper 
respiratory tract may be of composite etiology, 
caused by a local deposit of subpathogenic micro- 
organisms, aggravated by subtoxic factors of 
enteric origin. Hanger,® for example, found that 
rabbits suffering from certain symptom-free upper 
respiratory infections often exhibit typical “snuf- 
fles” on the intravenous injection of B. coli fil- 
trates. Toomey® has even suggested that the 
typical symptoms of poliomyelitis may be due to 
a local cord infection with a subpathogenic neuro- 
trophic virus, “accentuated” by bacterial toxins 
of enteric origin. 

Thus far, no rt theory has been sug- 
gested to explain the Sanarelli heterophile allergic 
syndrome, which apparently is a summation phe- 
nomenon, beyond the range of conventional 1m- 
mune theory. 

Stanford University. 


tissues has 


W. H. ManwarIinc, 
Palo Alto. 


THE IMPORTANCE OF THE ANKLE 
JERK* 


Although it is a firm neurological dictum that 
absent ankle jerks are of great significance, there 
are many in the field of general medicine who do 
not appreciate this significance, and so lose an 
important and easily obtainable bit of diagnostic 
evidence. Thus, those who test only the knee jerks 
may miss the clue to tabes dorsalis, a peripheral 
neuritis, or sciatic neuritis that an absent ankle 
jerk may furnish, since this is frequently found 
chronologically before any change in the patellar 
reflex. The reflex may also be absent in cord 
tumor, injury or congenital defect, and in com- 
bined sclerosis or poliomyelitis. 

2 Shwartzman, G.: J. 
1932; 57:857, 1933. 

3 Hanger, F.: Proc. Soc. 
1928. 


Exp. Med., 54:1, 1931; 56:291, 687, 


Exer, Biol. and Med., 25:775 


4 Sickles, G.: J. Immunol., 20:169, 1931. 
6 Freund, J., and Smith, W. F., Jr.: Proc. Soc. 
Biol. and Med., 31:1104, 1934. 
6 Toomey, J. A.: Proc. Soc. 
1934. 


* From the Department of Medicine, Stanford University 
Medical School. 


Exper. 


Exper. Biol. Med., 31:1015, 
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The neurological masters of a_ generation 
ago ***®7 noted that this reflex was only ex- 
traordinarily absent, and quote Ziehen,* who found 
that, although the ankle jerks were frequently ab- 
sent in CNS syphilis, senile dementia, and chronic 
alcoholism, there were only ten instances in which 
they were missing in 1,500 cases of functional 
mental disease; and that of these ten, six had old 
fractures or other non-neurological complications, 
making the reflex impossible. Bramwell® found 
that although the ankle jerk was always present 
in health under the age of fifty, it was absent in 
63 per cent of sixty-five cases where the patients 
ranged between seventy and eighty years. Oppen- 
heim *® apparently viewed this high rate of absence 
as unusual. 


In one thousand consecutive patients in the 
Stanford University medical out-patient depart- 
ment, absent ankle reflexes were very uncommon 
when some care was taken to obtain relaxation 
and reinforcement. Having the patient kneel on 
a pillow in a chair, and squeeze the back of the 
chair on command, and then putting the Achilles 
tendon under slight tension by pressing lightly on 
the ball of the foot, were the maneuvers resorted 
to when the reflexes were sluggish. This procedure 
was frequently necessary in elderly persons whose 
reflexes are often not lively, and about whom in 
particular the legend has grown up that ankle 
jerks are unimportant. 


Out of the one thousand patients examined, 
there were only forty who had absent ankle jerks, 
and of these one jerk only was absent in eleven 
cases. Of these forty cases the absent reflex 
formed a part of a demonstrated neurological 
picture in eighteen cases, and occurred in sciatic 
neuritis in two others, leaving only ten, or 1.0 per 
cent without explanation. In the age groups below 
forty years, the reflex was absent in nine definite 
neurological cases. In the age groups between 
forty and fifty years there were thirteen instances 
of absent ankle jerks out of 226 cases, an inci- 
dence of 5.7 per cent. Nine of these cases were 
tabes dorsalis. Between the years fifty and sixty, 
there were eight absent out of 144 cases, 5.5 per 
cent. Of these, four had tabes. Between the 
sixtieth and seventieth year there were seven ab- 
sent out of 104 cases, 6.7 per cent, with only one 
definitely neurological, a case of diabetic neuritis. 
In the age group between seventy and eighty, 
where Bramwell® found 63 per cent of absent 
reflexes, there were only two absent in fifty- eight 
cases, or 3.4 per cent of absence. Thus, even in 
the older groups, absent ankle jerks were infre- 
quent, although their significance was not as obvi- 


1 Dejerine, J.: Semiologie des Affections du 
Nerveux, p. 947. Paris. 1914. 

2 Lewandowsky, M.: Handbuch der Neurologie—Allge- 
meine Neurologie, p. 602. Berlin, 1910. 

8 Oppenheim, H.: Lehrbuch der Nervenkrankheiten, p. 
12. Berlin, 1923. 

4 Ziehen, T. H.: Zur diagnostischen Bedeutung des 
Achillessehnphinoms, D. m. W., 20:670, 1894. 

5 Bramwell, E.: A Contribution to the Clinical Signifi- 
eance of the Tendo Achilles Jerk, Brain, 24:554, 1901. 

6 Babinski, J.: Exposé des Travaux Scientifiques, p. 29. 
Paris. 1913. 

7 Flatau, E.: Ueber das Fehlen des Achillesphanomen, 
Neurol. Centralblatt, 26:972, 1907. 
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ous as in the age groups where tabes dorsalis was 
common. It is possible that among these elderly 
patients, attacks of sciatica, radiculitis, neuritis, 
or even unrecognized poliomyelitis which had been 
long since forgotten, were really causal. 


One may conclude that absent ankle jerks, even 
in the elderly, are definitely abnormal, although 
their cause may remain undiscovered. The d diag- 
nostic significance of this reflex warrants routine 
examination. 

Stanford University. 

WINpsor CUTTING, 
San Francisco. 


ECONOMIC ADVANTAGES OF LOCAL 
ANESTHESIA IN HERNIA 
OPERATIONS 


There is a general opinion that local anesthesia 
is not suited for inguinal hernia operations. I 
have used local anesthesia almost exclusively for 
hernia operations for twenty years. I do not advo- 
cate spinal anesthesia. 

As there is no necessity for speed with the 
patient conscious and comfortable, only an intern 
assistant is needed. The expense of the anesthe- 
tist and the general anesthetic is saved. The cost 
of the local anesthetic for a double inguinal hernia 
operation is only a few cents. 

The hospital stay after local anesthesia is sev- 
eral days less than following general anesthesia. 
Many of these local anesthesia patients go home 
on the eighth to tenth day, as there are no post- 
operative disturbances to weaken the sutured in- 
cision. The absence of bronchitis and pulmonary 
complications is of great economic importance. 


Local Anesthesia—To my mind, there is only 
one contraindication to local anesthesia in all 
forms of hernia, and that is in the case of the 
patient who does not want it, who, for any reason, 
prefers to be asleep during the operation. To this 
type of patient, for any operation, I always ad- 
minister a general anesthetic. 

Local anesthesia removes the danger from ether 
pneumonia and renal insufficiency. Every step in 
the operation that is carried out under general 
narcosis may be done with local. The operation 
for inguinal hernia is the most successful in the 
entire field of local analgesia. In strangulation, 
with the accompanying lowered vitality, it is a 
safeguard against shock; and it also provides 
ample time to determine the viability of the gut, 
and when resection is necessary, it can be done 
without additional risk. 

The physician who would use local anesthesia 
should remember that the successful operation is 
painless. Patients frequently fall asleep during the 
latter part of a single or double hernia operation, 
especially when the sac is extensively adherent 
and the gentle dissection is necessarily slow. 


Dangers of General Anesthesia. — While ex- 
plosion of a general anesthetic is rare, the danger 
of such an accident must be thought of—the 
possibility of serious burns or instant death from 
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rupture of the lungs. There is also the risk of 
death from general anesthesia, as well as a chance 
that the patient may develop disease or disability 
as a remote result of general narcosis. 

No general anesthetic is as safe as local. Not 
even the newer gas-oxygen-ethylene mixtures, in 
the hand of an expert, can equal the safety of 
local anesthesia. 


The Advantages of Local Anesthesia.—It is 
surprising how many people are instinctively un- 
afraid of local anesthesia because it permits them 
to be awake during the operation. Many patients 
will consent to operation under the local method 
who would not consider it if it involved a general 
anesthetic; this applies especially to those who 
have had a stormy and protracted convalescence 
after taking ether. 

Extreme old age, organic disease of the heart, 
lungs and kidneys, were formerly believed to be 
contraindications to the radical operation. With 
a good technique, there is practically no contra- 
indication to the cure of every hernia regardless 
of the age of the patient. Some of the best results 
in my private practice have been with patients 
over seventy years old. My oldest local anesthesia 
hernia patient was eighty-tour ; the youngest, five. 

With local anesthesia there is no danger of 
postoperative dilatation of the stomach, tympan- 
ites, renal insufficiency, or heart and lung compli- 
cations; there is no vomiting and straining to 
weaken the hernial incision ; and there is no neces- 
sity to starve the patient before the operation— 
debilitated patients need never miss a meal, which 
is an important point for frail or aged subjects. 
In over seven hundred hernia operations under 
local anesthesia, I have not had a single death 
from the anesthetic, or a case of postoperative 
pneumonia. 

727 West Seventh Street. 

LeIcHu F. Watson, 


Los Angeles. 


NONSPECIFIC PROSTATITIS 


Prostatitis is one of the common diseases most 
frequently misdiagnosed, because of the erroneous 
conception of its etiology and misinterpretation of 
the symptoms. While the majority of the general 
practitioners still consider gonorrhea and sexual 
irregularities as the only etiologic factors, very 
few of them are aware of the very existence of 
the so-called “nonspecific” prostatitis, and of the 
part played in its production by the focal infec- 
tions (the sinuses, tonsils, teeth, colon, joints, ten- 
dons, and skin) as well as the more general, such 
as influenza, typhoid, measles, scarlet fever, per- 
tussis, and others. 

We are seeing an increasing number of men 
who have definite prostatitis without any antece- 
dent gonorrheal history. The statistics of Von 
Lackum of the Mayo Clinic, in his group of 
secondary prostatitis, show that the predominant 
Organism is streptococcus (35 per cent) and 
staphylococcus (22 per cent). Non-venereal infec- 
tions of the prostate are very common, but gener- 
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ally receive very little consideration, because it is 
not generally known that various non-venereal 
organisms may easily find lodgment within the 
prostate. For instance, a man may contract a 
non-gonorrheal urethritis from his wife by con- 
tact during the menses: women who permit a pro- 
fuse flora to develop in the vagina (from lack of 
personal hygiene) are apt to infect their husbands. 
Prostatitis may result from such non-gonorrheal 
infection of the urethra which may assume a 
course with but a few unpleasant symptoms. 
Auto-inoculation of the urethra, and eventually 
of the prostate, not infrequently occurs in men 
with long adherent prepuce; also in those who 
introduce objects within the urethra for onanistic 
purposes. Chemicals injected into the urethra for 
prophylactic purposes occasionally injure the canal, 
so that a nonspecific urethritis develops. Injury 
to the prostatic portion of the urethra, incident 
to cystoscopy, urethroscopy, catheterization, the 
passage of a urethral or ureteral stone, may so 
traumatize the tissues that infection ensues and 
invades the prostate. Cystitis secondary to pyeli- 
tis, ureteritis, urethral stricture or bladder stone 
is commonly the responsible factor for a “non- 
specific prostatitis.” Ulcerative colitis and rectal 
conditions, such as fissures, infected hemorrhoids, 
ischiorectal abscesses and proctitis, may give rise 
to Bacterium coli infection of the prostate gland, 
which is usually transmitted through the lymph 
system, whereas the urethral infections are carried 
into the prostate directly. General infections are 
transmitted to the prostate by the blood stream; 
for instance, in cases of prostatitis secondary to a 
carbuncle, influenza, typhoid fever, and so forth. 
Occasionally pathogenic protozoa (trichomonas, 
ameba) are found in the prostatic secretion. 

No other gland in the male is as subject to 
infection as the prostate. Its secretions of albu- 
minous and mucous substances constitute perfect 
culture media, and once an infection is established 
it is not easily attacked. Drainage of prostatic in- 
fection is very difficult, as the glandular portion 
of the prostate consists of numerous compound 
racemous glands, each group of which has a very 
narrow excretory duct, and stagnation of pros- 
tatic secretion within the alveoli is a common 
occurrence. 

A peculiar point about nonspecific or secondary 
prostatitis is the frequent absence of characteristic 
genito-urinary symptoms which usually call the 
physician’s attention to this organ. In these cases 
the prostate, though harboring focal infection, 
may be normal to the examining finger, but its 
secretion expressed by massage will be found to 
contain pus and bacteria. It is often necessary to 
repeat such examinations two or more times in 
order to express latent foci from the plugged-up 
acini, and to make the findings reliable. One 
should always consider the infected prostate as a 
possible cause of or contributing factor in the 
arthritic and neuralgic disturbances, and also in 
iritis and endocarditis. 

1026 Story Building. 
S. I. Movirtt, 
Los Angeles. 
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SALUTATION* 


Your secretary-treasurer extends greetings to all of 
the members of the California Medical Association. 

In assuming the duties and responsibilities of this 
office let it be clearly understood that my function and 
all my activities are to be those of an administrative 
officer, conforming at all times to the instructions and 
directions of the House of Delegates, the Council, and 
State officers. Your secretary-treasurer will earnestly 
endeavor to discharge his duties with that under- 
standing and limitation. Your secretary has but one 
thought, purpose and desire and that is, to be of the 
greatest possible service to the Association, its con- 
stituent units and members, and thus further unity of 
action, mutual understanding, and accomplishment. 

In close codperation with the editor, it is purposed 
to impart through this department, each month, action 
that is recorded by your Council, Executive Com- 
mittee, officers, and Association committees. The 


editor will continue to editorially discuss outstanding 
and important programs and problems related to or- 
ganized medicine and medical practice. 

Members are urged to read the contents of these 
departments to remain informed and to be guided by 
that which is imparted. 


The secretary will welcome inquiries and sug- 
gestions from members. Whenever you feel assistance 
can be rendered to you, please command this office. 
Whenever you are in San Francisco it is hoped you 
will call. 

Your secretary trusts and sincerely hopes that 
through mutual understanding and joint action the 
best interests of the Association and its members will 
be furthered. F. C. WarnsHUuIs. 


MONTH’S ACTIVITIES 


Council meeting in Los Angeles October 6 and in 


San Francisco on October 14. 


7 7 7 


The Scientific Program Committee met in San Fran- 
cisco on October 7. The general outline for the pro- 
gram for the 1935 annual session in Yosemite was 
formulated. Guest speakers were recommended to the 
Council. The committee will meet again on Janu- 
ary 27 to complete the final program details. 


v 7 7 


Representatives of the Council visited Yosemite 
Park on October 5 to perfect local arrangements for 
the annual session May 13-16. 


7 7 7 


The Extension Lectures Committee met on Octo- 
ber 9. The committee hopes to make an early an- 
nouncement of a program of postgraduate lectures 
and conferences. 


* Editor's 
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Note—See also comments on page 340. 


The Council and Association officers are engaged 
in conserving and enhancing the economic and pro- 
fessional interests of every member. Standing fad 
special committees likewise devote time and effort in 
behalf of all members. Their activities and achieve- 
ments will be further reaching and more effective if 
every member observes and conforms to the recom- 
mendations that are made and to the policies that are 
created. Unity of action on the part of members will 
produce results otherwise unattainable. California’s 
medical profession should be united in action and 
purpose. 

7 7 7 


There is strength in numbers—possibly a trite state- 
ment still indisputable. Do you know an eligible 
fellow physician who is not a member? If so, tell him 
what benefits accrue to him by reason of affiliation. 
Invite him to accompany you to your next local meet- 
ing and invite him to sign a membership application. 
You will benefit by reason of results secured through 
a larger membership; the applicant will benefit by 
reason of his affiliation. Will you not make this per- 
sonal effort? 

v v 7 


Dr. W. C. Woodward, director of the American 
Medical Association Bureau of Legislation and Legal 
Medicine, spent from October 5 to the 15th in Cali- 
fornia. Doctor Woodward conferred with the Council, 
the officers of the Los Angeles and San Francisco 
County societies and addressed a few medical meet- 
ings in these two regions. 


OFFICIAL NOTICE 


Medical Economics Survey—Requires Your 
Codperation* 


October 20, 1934. 

At its Riverside meeting last May, the House of 
Delegates of the California Medical Association ap- 
pointed a Committee of Five for the Study of Medical 
Care, which included Drs. William R. Molony, Harry 
H. Wilson, Alson R. Kilgore, Robert A. Peers, and 
Rodney A. Yoell. During June and July the com- 
mittee laid its general plans for the California Medical- 
Economic survey. On August 1 it appointed, as di- 
rector of the survey, Paul A. Dodd, Ph.D., assistant 
professor of economics, and as consulting economist, 
Gordon S. Watkins, Ph.D., dean of the summer ses- 
Sion and professor of economics, both of the Uni- 
versity of California at Los Angeles. 

The survey office in Beverly Hills was opened dur- 
ing August, and in the next few weeks Doctor Dodd 
and his staff, including a statistician, field director and 
supervisor, and office manager, began the work oi 
organizing the extensive program of mailing and field 
investigation. 

At this time, federal aid in the securing of field 
workers was petitioned and, through the whole-hearted 
cooperation of the State Department of Public Health, 
the project was approved for SERA assistance. 

The plans of the survey call for a twofold study. 
The first, concerning the health and economic status 
of the general public, is to be conducted by field 
workers and will contact approximately one per cent 


* Editor’s Note—See also comments on page 338. 
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of the families in twenty-five different counties. The 
other aspect of the study involves an analysis of the 
medical and dental professions and of the hospital 
and public health facilities of California. This analysis 
is to be based upon several sets of questionnaires 
which are being mailed to every doctor, dentist, hospi- 
tal and clinic in the State. The work is well under 
way at the present time. The field work will soon be 
in full swing throughout the State. It has been com- 
pleted in two counties, and the office force is engaged 
in tabulating results. Mailing of questionnaires to 
physicians will have been completed this week. 

All questionnaires to the doctors are to be held in 
strictest confidence and are to be returned unsigned. 
A reply card is to be mailed separately by the phy- 
sician when he has returned the questionnaire, saying 
that he has done so. 


It is to be urged again that, for the success of this 
project—initiated by the California Medical Associ- 
ation—we must have a questionnaire filled out by 
every doctor. Unless the members of the medical socie- 
ties cooperate in this—their own project—the final 
report will be incomplete and may be biased. In a 
matter of this importance we feel that the entire pro- 
fession must be enlisted in an attempt to solve its 
own problem in an intelligent and scientific manner. 
I am sure that further discussion is unnecessary. 

In order that, through haste, oversight or individual 
hesitancy, some doctors shall not neglect their ques- 
tionnaires, we are asking you, as president of your 
county medical society, to make a personal appeal to 
every doctor in your group by telephone, post card, 
or personal conversation. Will you please give this 
matter any attention that you can through any publi- 
cation which you may have, and announce it at your 
next county meeting also. 

Inasmuch as five thousand schedules have already 
been mailed and those remaining will be sent out this 
week, it is essential that any action on this matter be 
taken immediately. 

It might be in order here to suggest that our field 
directors, Miss Ruth Hickox and Mr. F. H. Schroeder, 
within the next few weeks will be contacting the vari- 
ous medical societies in person in the organization of 
the actual field work in other counties throughout the 
State. 

We wish to take the occasion of expressing our 
sincere appreciation for the personal appeals which 
you may make for us. 


Yours very truly, 
CaLirorRNIA MepicaL-EconomMic SurRVEY. 
Paul A. Dodd, Director. 


Nore.—Presidents and county secretaries are urged 


to present this request at your next meeting. Members 
are requested to return their questionnaire promptly. 


COMPONENT COUNTY MEDICAL 
SOCIETIES 


CONTRA COSTA COUNTY 


The regular monthly meeting of the Contra Costa 
County Medical Society was held on Tuesday, Octo- 
ber 9 at the Hotel Carquinez, Richmond. 


President Stauffer turned the meeting over to Dr. 
Christopher Leggo of Crockett, who was chairman 
for the evening. Doctor Leggo introduced the first 
speaker, Dr. Frank S. Baxter of Oakland, who pre- 
sented a concise and practical paper on Common Eye 
Conditions met by the general practitioner. This was 
followed by the second guest speaker, Dr. Hans Lisser 
of San Francisco. Doctor Lisser’s paper on Endo- 
crinology was exhaustive and instructive. 


Application for membership was presented by Dr. 
John Blemer of Diablo, and read by the secretary. 
Motion was made and seconded and vote passed 


_— to accept Doctor Blemer into member- 
Ip 
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As the next meeting will be the customary No- 
vember election of officers for the coming year, Doctor 
Stauffer appointed a Nominating Committee, consist- 
ing of Doctors Leggo, Weil, and J. B. Spalding. The 
November meeting will be a dinner meeting, to be 
held at the Hotel Carquinez, Richmond, on No- 
vember 13 at 7:15 p. m. At this meeting the standing 
committees will make their annual reports, as will the 
secretary. 

The meeting was adjourned by Doctor Stauffer at 
11:30 p. m., and the usual buffet supper and pleasant 
social hour followed. The attendance was the largest 
of the year—forty-two. 

Ciara H. SPaLpIne, Secretary. 


22 


HUMBOLDT COUNTY 


The Humboldt County Medical Society met on the 
evening of September 19 at the General Hospital, with 
W. J. Quinn as chairman, O. R. Myers, president, 
presiding. Nineteen members and sixteen nurses were 
present. 


An excellent lunch was served by the nurses and 
a very enjoyable evening resulted. 

The paper of the evening was presented by Dr. 
Sterling Bunnell of San Francisco on Treatment of 
Hip Fractures. This subject was very well treated by 
Doctor Bunnell, and we all got a great deal out of it. 


Lawrence A. WING, Secretary. 
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MENDOCINO COUNTY 
County Medical Society 
Wednesday, September 26, at the Windsor Hotel in 
Fort Bragg. A dinner was served at 7 p. m. Follow- 
ing there was a business meeting at the home of Dr. 
Royal Scudder. After this followed a round-table dis- 
cussion on Poliomyelitis. 

Rupo.teu B. 


The Mendocino met on 


Touer, Secretary. 


» 
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MONTEREY COUNTY 


The regular meeting of the Monterey County Medi- 
cal Society was held on October 12 at the Jeffery 
Hotel in Salinas. Dinner was served at 7 p. m. in 
the clubroom of the hotel, eighteen members being 
present. Dr. Harry Lusignan of Monterey gave the 
principal address of the evening, his subject being 
Appendicitis in Children. Doctor Lusignan presented 
the subject in a very complete way, closing his talk by 
reviewing interesting case histories which illustrated 
the important points of the subject. Discussion was 
led by Doctor Garth Parker, who spoke of the surgical 
aspects, and Dr. Mast Wolfson, who called attention 
to the medical phases. President Dormody then gave 
a report on the meeting of the Public Health League 
of October 5. Drs. W. H. Bingaman, G. A. Starbird, 
and J. A. Merrill were appointed to see that the pre- 
pared talks against Amendments 9 and 17 were given 
in their respective towns. State health insurance plans 
were discussed, and Dr. Rollin Reeves was appointed 
to interview Senator Tickle regarding his attitude 
toward the medical profession. 


WiutuiaM H. Law er, Secretary. 


ee 


ORANGE COUNTY 


The September meeting of the Orange County 
Medical Association was held on September 4 in the 
Chapel of the Orange County Hospital. Donald H. 
Abbott, resident physician at the Orange County 
Hospital, was unanimously elected to membership in 
the local association. 

The scientific papers of the evening were: Branchial 
and Thyroglossal Cysts and Fistulae by Conrad J. 
Baumgartner, and Regional Anesthesia by Charles F. 
McCuskey. 


After brief discussion the meeting adjourned. 
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The October meeting was held on October 2 in 
the Chapel of the Orange County Hospital. Doctor 
Abbott made an announcement of the poliomyelitis 
situation at the County Hospital and announced sus- 
pension of clinics, quarantine against visitors, and no 
acceptance of patients except those of an emergency 
nature. 

Doctor Newkirk brought up the matter of possibly 
decentralizing county indigents in some such plan as 
the San Fernando plan. After some discussion the 
suggestion was referred to the proper committee. 

Dr. Ralph A. Duncan of Placentia and Dr. Fritz 
Held of Fullerton were elected to membership in the 
local association. 

The meeting was also honored by the presence of 
Dr. Clarence C. Toland, our state president. He gave 
an excellent and authoritative discourse on the chiro- 
practic and naturopathic initiatives which will come 
before the people, and outlined a number of ways to 
help combat these measures. 

The attendance at this meeting was well over one 
hundred, and is perhaps the best turnout that we have 
had in the past year or two. 

Watpo S. WEnRLY, Secretary. 


2 
SAN BERNARDINO COUNTY 


The annual meeting of the San Bernardino County 
Medical Society was held on Tuesday, October 2, at 
Mape’s Cafeteria in San Bernardino. 

Dinner was served at 7 p. m., sixty-nine members 
and guests being present. 

A letter from Dr. Emma Pope, in regard to the 
recent limitations in malpractice insurance and the 
merits of the optional defense service available to 
members of the California Medical Association, was 
read. The membership application of Dr. John Burby 
was favorably voted upon. 


Dr. C. G. Hilliard made a motion, seconded by Dr. 


Walter Pritchard, that the society extend a pressing 
invitation to the Southern California Medical Associ- 


ation to hold their annual spring meeting at the 
Arrowhead Springs Hotel. The motion passed. 

The annual report of the secretary-treasurer fol- 
lowed. At Dr. C. G. Hilliard’s suggestion the society 
gave Dr. E. J. Eytinge, the retiring secretary-treasurer, 
a standing vote of thanks for his fifteen years of un- 
tiring and successful service to the society. 

Dr. W. D. Lenker raised the question of SERA 
families obtaining free medical care while the Govern- 
ment pays for all of their other needs and services. 
Doctor Lenker felt that the society should take a 
definite stand on this unfair discrimination against the 
medical profession, Considerable discussion followed 
and became so lengthy and pertinent that the presi- 
dent added Drs. J. N. Baylis, J. A. Graham, and 
W. D. Lenker to Dr. E. H. Hull’s committee to in- 
vestigate the matter. The president suggested that 
the next meeting of the society be devoted to the 
report of this committee and further general dis- 
cussion. 

Due to lack of time, the report of the Medical Ad- 
visory Board of the County Hospital was postponed 
until the next meeting. 

Dr. William R. Molony, president of the State 
Board of Medical Examiners, gave the address of the 
a A. E. Varpen, Secretary. 
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SAN JOAQUIN COUNTY 
The regular monthly meeting of the San Joaquin 
County Medical Society was held in the 
Dental clubrooms in Stockton on October 4. 
Dr. P. B. Gallegos announced that on Tuesday, 
October 9, there would be a meeting of the Public 


Medico- 
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Health League in the Medico-Dental Building club- 
rooms at 8 p. m. for permanent organization and elec- 
tion of officers. 

The scientific program of the evening was given by 
Dr. David A. Wood of Stanford University, who pre- 
sented a paper on Some Interesting Tumors of the Fndo- 
crine Glands. This paper was a very able presenta- 
tion of an exceedingly difficult and technical subject 
Doctor Wood presented several tumors with case 
history, the pathological specimen, photomicrographs, 
and x-rays, in such a manner that it was understand- 
able to the society. The paper was discussed by 
Doctor Wycoff of Stanford, Doctors Ross, Chapman, 
Dozier, McCoskey, and P. B. Gallegos. 


G. H. Rowrsacuer, Secrefary. 
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ve 
SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held on Monday evening, Octo- 
ber 8, at the Bissell Auditorium of the Cottage Hospi- 
tal, with President Markthaler presiding. 

Doctor Shelton reported for the Community Service 
Bureau. 

Doctor Moffat then introduced Dr. Norman J. kil- 
bourne of Los Angeles, who gave an extremely in- 
structive talk on Local Anesthetics Producing Prolonged 
Anesthesia for the Elimination of Pain After Rectal Oper- 
ations. This was discussed by Doctors Stone, Wilcox, 
and Thorner. 

Doctor Woodward of the legal department of the 
American Medical Association was introduced by 
Doctor Ullmann, and spoke on Malpractice Suits. His 
talk was most instructive and much valuable injfor- 
mation was given as to ways and means to avoid such 
suits. Discussion followed and questions were asked 
by Doctors Ullmann, Bakewell, Shelton, d’Alessio, 
Stevens, and Kluss. 

The following applicants for membership in the 
society were balloted upon: Caleb S. Stone, R. W. 
Hunt, Lee H. Streaker, L. E. Heiges, Jr., and R. W 
Lambuth, and all were unanimously elected into 


membership. . a 
_— Witiiam H. Eaton, Secretary. 


& 
SONOMA COUNTY 


The Sonoma County Medical Society held its regu- 
lar meeting for the month of October at the Cot 
Inn on October 11 at 7 p. m. 

Twenty-four guests and members were present 
Mark L. Lewis, Jr., past president, presided. A duck 
dinner was served, following which the regular busi- 
ness was conducted. Reports of committees were 
received and filed, bills presented and paid, announce- 
ments made, and the application of Dr. Bertha P. 
Baumbaugh of Santa Rosa for membership bei 
favorably reported, she was unanimously elected 
membership. 

Dr. Frank A. Lowe, chief of the orthopedic section 
of the French Hospital staff, as guest speaker, gave 
a very instructive discourse upon Injuries of the Ance 
Joint—Its Surgical and Postoperative Treatment, whic! 
were illustrated by moving pictures, demonstrating 
the work being done by Doctor Lowe. Dr. Ethan H 
Smith, orthopedist of San Francisco, senior ass: 
with Doctor Lowe, was present as a visiting gu 
He was called upon and gave interesting and instruc- 
tive details of application of plaster casts and mec! 
cal devices for the treatment of knee-joint troubles 

From every point, gastronomically, scientifically. 
and socially, the meeting was a success, as are all 
the meetings of the Sonoma County Medical Society. 


W. C. Survey, Secretary. 














November, 1934 


TULARE COUNTY 


The first fall meeting of the Tulare County Medical 
Society was held at Motley’s Café in Visalia on Octo- 
ber 7. Dinner preceded the meeting. 

Since our last meeting we have lost our president, 
Dr. Donald C. Fowler, by transfer to Marin County 
Medical Society, where he is now engaged in practice. 

Dr. F. A. Lowe, orthopedic surgeon to the French 
Hospital, San Francisco, presented an interesting illus- 
trated talk on Fractures of the Neck of the Femur. 


Karu F. Weiss, Secretary-Treasurer. 


% 
VENTURA COUNTY 


The regular monthly meeting of the Ventura County 
Medical Society was held at the County Clinic Build- 
ing of the Ventura County Hospital on Tuesday, 
July 16. 

Members present were: Doctors Mosher, Achen- 
bach, Armitstead, W. S. Clark, Strong, Rich, Shore, 
and Krausher, Barker, Bradford, from the County 
Hospital. 

In the absence of the president, the secretary intro- 
duced Dr. Elmer Belt of Los Angeles, the speaker 
for the evening. 

Doctor Belt gave a most interesting talk on the 
seven stages of man from a urologist’s viewpoint, 
taking up early congenital anomalies to carcinoma of 
the prostate. His talk was illustrated by lantern slides 
and pathological specimens. 


7 7 7 





The regular monthly meeting of the Ventura County 
Medical Society was held at the County Clinic Build- 
ing of the Ventura County Hospital on Tuesday, Sep- 
tember 11, Dr. Charles Smolt presiding. 

Members present were: Doctors Mosher, Hendricks, 
Felberbaum, L. P. Smolt, Welch, D. G. Clark, Cody, 
W. S. Clark, and Shore. 

There was no report of the condition in Fillmore 
concerning the care of indigents, as Dr. D. G. Clark, 
the only member of the committee present, said that 
the committee had not met. 

Doctor Mosher, the program chairman, introduced 
Doctor Dysart of Pasadena, who gave a talk on Mycosis 
in the Ear Canal. A good discussion followed. 

_Dr. D. G. Clark of Santa Paula announced that 
October 7 was set tentatively for a barbecue given 
by the Billiwhack Dairy to the members of the society. 
_ Doctor Felberbaum was named program chairman 
for November. 

Frep A. SuHore, Secretary-Treasurer. 


CHANGES IN MEMBERSHIP 
New Members (39) 


neta County—William R. Boone, William D. 
Jesch, 


Contra Costa County—John Blemer. 


Los Angeles County—Herman Abraham, Ben Nel- 
son Anderson, Clyde R. Bennett, Harry H. Blond, 
John Wesley Budd, Frank G. Crandall, John G. 
Foster, Forrest E. Leffingwell, Hugh M. Mason, 
Ralph W. Mather, C. Duane Miller, Ralph B. Miller, 
William L. Mortensen, Walter E. Nichols, Henry S. 
Penn, Lionel B. Saffro, Steele F. Stewart, Arthur S. 
Turkel, Henry J. Weedn. 

Napa County—Phillip Hunt Wells. 

Orange County—Ralph A. Duncan, Fritz Held. 


San Diego County—Asa Glenn Churchill, Frank R. 


Felt, William C. Newton, Delbert H. Werden, John 
W. Wilhoit. 
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San Francisco County—Walter D. Birnbaum, Octave 
J. Bolognino, John A. Crowe, LeRoy Kyle Gay, John 
J. Miller, Jr.. Martha James, Emmet L. Rixford, Jr., 
William C. Van Deventer. 


Shasta County—Curtis Manley Hanna. 


Transferred (1) 


Karl Fischel, from Los Angeles County to New 
York Medical Society. 


Resigned (1) 


Louis J. Regan, from Los Angeles County. 


Su Memoriam — 


Bell, Leo Pecci. Died at Sacramento, October 4, 
1934. age 43. Graduate of Harvard University Medi- 
cal School, Boston, 1915. Licensed in California in 
1921. Doctor Bell was a member of the Sacramento 
Society for Medical Improvement, the California Medi- 
cal Association, and the American Medical Association. 


+ 


Clymer, Henry Vance. Died at Fairfield, October 4, 
1934, age 71. Graduate of Willamette University Medi- 
cal Department, Salem, 1890. Licensed in California 
in 1897. Doctor Clymer was a member of the Solano 
County Medical Society, the California Medical As- 
sociation, and the American Medical Association. 


* 


Reinstein, Arthur Henry. Died at San Francisco, 
August 17, 1934, age 50. Graduate of Cooper Medical 
College, San Francisco, 1907, and licensed in Cali- 
fornia the same year. Doctor Reinstein was a member 
of the San Francisco County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


* 


Stillman, Stanley. Died at San Francisco, Octo- 
ber 15, 1934, age 73. Graduate of Cooper Medical 
College, San Francisco, 1889, and licensed in Cali- 
fornia in 1890. Doctor Stillman was an honorary 
member of the San Francisco County Medical So- 
ciety, the California Medical Association, and the 
American Medical Association. 


* 


Strong, David Charles. Died at San Francisco, Sep- 
tember 10, 1934, age 55. Graduate of University of 
Illinois College of Medicine, Chicago, 1902. Licensed 
in California in 1903. Doctor Strong was a member 
of the Mendocino County Medical Society, the Cali- 
fornia Medical Association, and the American Medical 
Association. 








* 


Young, Phillip Gouvneur. Died at Sacramento, Sep- 
tember 18, 1934, age 56. Graduate of Drake University 
College of Medicine, Des Moines, 1908. Licensed in 
California in 1914. Doctor Young was a member of 
the Sacramento Society for Medical Improvement, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


* 


Ziegelman, Edward Frank. Died at Chicago Octo- 
ber 12, 1934, age 50. Graduate of Jefferson Medical 
College of Philadelphia, 1912. Licensed in California 
in 1927. Doctor Ziegelman was a member of the San 
Mateo County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 












































































































































































































































































































































CALIFORNIA AND WESTERN MEDICINE 


CANCER COMMISSION* 


Malignant Tumors of the Gastro-Intestinal 
Tract 


Report Submitted by Special Committee of 
the Cancer Commission of the California 
Medical Association 


I 
INTRODUCTION 


Cancer of the stomach, in the majority of instances, 
is in a relatively late stage when seen at the oper- 
ating table, where the only known cure—complete 
removal—can be given. The operative technique has 
apparently reached its development. The diagnosis of 
the lesion, is, however, generally made too late, due 
to the procrastination of the patient in seeking advice 
and to the tardy recognition by the physician of the 
true nature of the condition. These two delays are 
influenced, respectively, by lack of knowledge of the 
early danger signs, when present, on the part of 
the patient and the cursory examination and often 
incomplete study of the patient’s complaint on the 
part of the physician. 

This study is made, therefore, with two ideas in 
mind: (1) To formulate for the patient a brief com- 
prehensive statement regarding the earlier signs and 
symptoms together with suggestions as to the course 
that should be followed in case of suspicion. (2) To 
co6rdinate in our own minds as physicians those signs 
and symptoms demanding investigation together with 
a summary of those procedures necessary for such 
investigations and a brief statement as to what ex- 
perience has shown to be the methods of choice in 
treatment. 

We believe that if the results of such a study can 
be carried, respectively, to prospective patients and to 
examining physicians, much will be accomplished 
toward seeing this disease in an earlier and more 
hopeful stage. 


I. Tumors of the Stomach 
A. RECOGNITION. 


1. What symptoms are suggestive of gastric malig- 
nancy? 


(a) Indigestion, in any person after the age of 
thirty-five, of a persisting or recurring nature, espe- 
cially if characterized by a sense of fullness after eat- 
ing; regurgitation of food, blood, or other fluid; loss 
of appetite and often dislike of meat. 

(b) Loss of weight, strength, or both. 

(c) Passage of tarry stools. 

(d) A palpable tumor in the epigastrium or mid- 
upper abdomen. 

(e) Dysphagia. 

B. Wart Constirutes A Proper INVESTIGATION ? 

1. A careful family history for possible tendency to 
malignancy, especially of the system under discussion. 

2. A painstaking history of the present illness, espe- 
cially with reference to any remote or recent digestive 
disturbance. 

3. A thorough physical examination with special re- 
gard to visible waves or a palpable tumor in the epi- 
gastrium. 

4. Competent roentgenographic study. 

5. A complete blood count, stool examination for 
occult blood, and a gastric analysis. 

6. In cases requiring differential diagnosis between 
ulcer and cancer, a three weeks’ course of diet, rest 
and, if desired, alkali powders for observation as to 
symptomatic improvement with x-ray studies pre- 


* The Cancer Commission was brought into being by the 
House of Delegates of the California Medical Association 
to aid in the furtherance of all efforts to combat cancer. 
The roster of officers and the central office of the Com- 
mission to which communications may be sent is printed 
in this issue of CALIFORNIA AND WESTERN MEDICINE (see 
front cover directory). This is one of a series of reports 
by special committees of the California Medical Asso- 
ciation. 
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ceding and following this dietary period for ascertain- 
ing any objective improvement. 

7. If doubt then exists, by all means direct exami- 
nation at the operating table. 
C. PERTINENT QUESTIONS. 

1. What physical findings are suggestive of gastric 
malignancy? 

(a) Unfortunately there may be none, even a coated 
tongue. 

(b) A general loss of weight or of color. 

(c) A palpable tumor in the upper mid-abdomen, 


especially if it moves with respiration. 


2. What laboratory aids are of value or of significance? 


(a) A lowered hemoglobin and red blood cell count. 

(b) In a test-meal—achylia—especially if it fails to 
respond to histamin stimulation. 

Fresh or even occult blood in gastric contents. 

(c) Persisting occult blood in the stool on a con 
trolled diet. 


3. Of what does a thorough investigation by means of 
the x-ray consist? 

(a) A study with the fluoroscope for: 

(1) Any delay in emptying at six hours or longer. 

(2) Any persisting niche or outpocketing filled with 
the opaque medium. 

(3) Any filling defect. 

(4) Any change in rugae formation. 

(5) Presence, degree and continuity of 
waves. 

(6) Mobility of stomach. 

(7) Study of the cardiac and fundic region with 
“head dependent” position. 

(b) X-ray plates to show the outline of the stomach. 

4. Can a benign gastric ulcer and a malignant lesion 
always be differentiated? If not, what should be done? 

No, one cannot always make a certain diagnosis. 
The history of a complaint related to meals by time, 
relief by food or alkalies, acid regurgitation; a test- 
meal with a high hydrochloric acid content; and x-ray 
findings of an outpocketing defect, in contrast to a 
filling defect, point ordinarily to the diagnosis of ulcer. 

Where doubt exists it is recommended that a three 
weeks’ course of conservative treatment be instituted: 
diet, bed rest (if necessary, and it often is), frequent 
food, with or without alkali powders by mouth, and 
a repetition of the roentgenographic studies at the end 
of this period. If the lesion is a benign ulcer, the 
patient should have complete relief from all symptoms 
and should show improvement by the x-ray studies 
If unrelieved and unimproved, a direct examination at 
the operating table should be made. 

5. What is the relationship of gastric ulcer to malig- 
nancy? 

This is a much debated question. Any direct rela- 
tionship has never been proved. The knowledge that 
chronic irritation eventually is often the forerunner of 
cellular change in malignancy elsewhere, suggests the 
possibility of such relationship in these lesions. It is 
of interest that various authorities report, respectively, 
18 to 50 per cent of histories indicative of previou 
gastric ulcer in patients suffering from gastric malig 
nancy. 


peristaltic 


6. When is surgery indicated in gastric malignancy? 

(a) Whenever there is a filling defect (protrusion 
into the lumen) in the lower half of the stomach 
with or without obstruction, especially if it is freely 
movable. 

(b) Whenever, after proper investigation, there 
doubt as to the nature of the defect. 

(c) Whenever there is obstruction, even wit! 
mobility of the tumor. 


7. Can one be certain clinically as to the operability 
inoperability of gastric malignancy? 

Operability depends upon the type, degree of mé 
lignancy and its location in the stomach. Ordinarily, 
the lesion with the less general reaction, of obstruct! 
type and mobile character is more amenable to re- 
section. 

Malignancy of the cardiac end of the stomach 1s 
inoperable, as a rule. 
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One cannot always say clinically, however, with 
any assurance that a given gastric malignancy is in- 
operable. Therefore, whenever doubt exists the pa- 
tient should be given the advantage of an exploratory 
operation. 

An operable tumor, ideally, is one that, together 
with all of its lymph-node metastases, can be removed 
completely without unduly jeopardizing the life of the 
patient. There is an increasing tendency by surgeons 
of experience to recommend removal of a tumor, espe- 
cially if it is of an obstructive or bleeding type, even 
if lymph-nodal metastases cannot be removed. 

An inoperable tumor is one that is so fixed, by 
extension to neighboring organs, by too extensive in- 
volvement of the stomach itself, or by the presence 
of such widely scattered metastases as to make re- 
moval too dangerous to the patient’s life or one that 
does not carry a prognosis of increased length of a 
satisfactory life. 

8. What surgical treatment is recommended. (See Sec- 
tion D.) 

(a) A partial gastric resection, including the tumor, 
by transverse section of the duodenum distally and 
gastric transections certainly not less than 2.5 centi- 
meters proximally to the tumor is recommended 
(preferably not less than 4 centimeters). The use of 
the cautery in the transection does not offer any ad- 
vantage of safety in regard to recurrence, but may be 
of other advantage. Any form of gastro-enterostomy 
possible and desired by the surgeon is satisfactory. 

(b) A gastrojejunostomy, in instances of obstruc- 
tion, is justifiable and indicated, for it may give com- 
fort and prolong a worthwhile life for a period. 

(c) A two-stage procedure, without or with ex- 
clusion of the tumor is recommended at times because 
of the patient’s condition. 

9. Does radiotherapy possess merit in gastric malig- 
nancy? 

Radiotherapy, except in tumors of the lymphoma 
group, has not shown as yet any effects worthy of 
recommendation, 

10. Is a frozen section advisable when one is in doubt 
at the operating table as to the presence of malignancy? 

No. When in doubt and the lesion, from all aspects, 
is resectable, surgical excision should be performed. 


D. Types oF Gastric MALIGNANCY AND RECOMMENDED 
TREATMENT. 


1. Adenocarcinoma—a large outgrowing tumor with 
fungating or polypoid body that often ulcerates in the 
center and frequently arises from a polyp. This type 
as a rule metastasizes late and infiltrates the gastric 
wall late and, therefore, is resectable with a prognosis 
of three to five years of comfortable and active life. 
Resection should be the treatment. 


2. Carcinoma, simplex—a medullary and diffuse le- 
sion, small to medium size, that often ulcerates, is 
frequently associated with hemorrhages, infiltrates the 
gastric walls, penetrates to neighboring organs, and 
metastasizes early. This tumor when possible should 
be resected even in the presence of apparently meta- 
static lymph nodes because of its ulcerative and 
hemorrhagic tendency. 


3. Gelatinous carcinoma—a tumor that is similar in 
type to the true adenocarcinoma, except that it is more 
invasive of the gastric wall. Tendency to form much 
mucus and metastasizes late. This tumor should be 
resected with a margin of at least 2.5 centimeters 
(better 4 centimeters), even in the presence of en- 
larged apparently metastatic lymph nodes. 


_ 4. Diffuse scirrhous carcinoma—a type of cancer that 
involves all layers of the gastric wall, slowly invades 
and causes a thickening and contraction of the area 
involved. Other characteristics are: rare ulceration, 
visible and palpable nodules on a smooth glassy peri- 
toneal coat and, as a rule, markedly enlarged lymph 
nodes. This type of tumor, in which metastases are 
More likely to occur than in the adenocarcinoma, is 
most frequently seen in the pyloric area. It should be 
Tesected when this is possible with a wide margin. 
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5. Sclerosing fibrocarcinoma —frequently known as 
linitis plastica, this may assume different forms, but 
in general is characterized by the diffuse fibrosis of 
all coats, the contraction of the stomach into a rigid 
tube and by late lymph nodal and distant metastases. 
This type of carcinoma may take years for complete 
involvement to the state of interference with function. 
Resection with proximal 4 centimeters (one and one- 
half inches) margin when possible is the wisest pro- 
cedure. 

6. Lymphosarcoma—as a rule, this is a bulky cir- 
cumscribed growth with involvement of the gastric 
wall and adjacent lymph nodes. This is usually of 
smooth but nodular contour. It may ulcerate. It 
occurs, as a rule, in younger subjects. Diagnosis is 
established by microscopic section or by therapeutic 
test of radiation treatment. Metastases occur early 
and widely, preventing complete excision and, in any 
event, radiotherapy is the treatment of choice. 

As malignant lymphoblastoma (lymphosarcoma) 
may present the same clinical and roentgenological 
picture as carcinoma, some members of the com- 
mittee recommend that all patients on whom a diag- 
nosis of gastric carcinoma has been made and on 
whom no laparotomy and biopsy to confirm the diag- 
nosis has been made, be given one course of roentgen 
radiation at least as a therapeutic test. 


SUMMARY 


1. Any person thirty-five years of age, or over, 
suffering from any type of indigestion should be 
studied completely—family history, present illness, 
physical examination, gastric meal, stool and blood 
examinations, and x-ray examination. 

2. Any person thirty-five years of age, or over, with 
a gastric lesion unrelieved by adequate diet and rest 
should have the advantage of surgical inspection and 


treatment. (To be continued) 
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State Auxiliary News 


Santa Clara Auxiliary Organized—The formation of 
an auxiliary in Santa Clara County, just announced 
by our president, Mrs. Philip Schuyler Doane, brings 
the twelfth unit into our state group. Under the 
leadership of Mrs. C. Kelly Canelo of San Jose as 
presiding officer and with an initial membership of 
nearly fifty, this new county in central California gives 
promise of becoming one of the most alert and helpful 
in the entire state. 

7 7 7 


Recent Appointments —At the September meeting of 
the state board, held in Los Angeles, several appoint- 
ments were announced. Mrs. Robert E. Gleason of 
Philo, Mendocino County, was named councilor for 
the ninth district. Mrs. Frank Edwin Coulter of Santa 
Ana was made state historian, a position for which 
she is eminently fitted by her long and devoted service 
in auxiliary work. Mrs. Coulter is a past president 
of both state and county, and her loyal interest in the 
auxiliary has never failed. To insure ample time for 
making the numerous arrangements necessary for a 
large convention, the president this year decided upon 


* As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Elmer A. Belt, 
chairman of the Publicity and Publications Committee, 
2200 Live Oak Drive, Los Angeles. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Belt and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate one page in 
every issue for Woman’s Auxiliary notes. 
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the early selection of the convention committee. Mrs. 
Frederick N. Scatena of Sacramento, state treasurer 
and member of the national board, was chosen chair- 
man, to be assisted by her able townsmen, Mrs. Junius 
B. Harris and Mrs. J. Roy Jones. This combination 
should insure a perfect session at the meeting in 
Yosemite next May. 
7 7 g 


An Important Resolution—For consideration by the 
county auxiliaries a resolution concerning a change in 
the time of their annual meeting and election of officers 
was adopted by the state board in September. While 
this is entirely optional with each county, it is a de- 
sirable change in the codrdination of county and state 
work and it is hoped that it will be favorably received. 
The change of the annual meeting and election does 
not conflict with the state constitutional provision for 
the fiscal year, which may remain the same. Mrs. 
William H. Sargent, 109 Beechwood Drive, Oakland, 
state chairman of organization, may be consulted for 
any additional information desired. The resolution 
follows: 

Wuereas, At the present time the county auxiliaries 
hold their annual meeting and election of officers at 
different months of the year; and 

Wuereas, This procedure carries with it a great 
duplication of work for the state officers and a con- 
fusion of program; and 

Wuereas, In order to better synchronize and expe- 
dite the work between the state and county auxili- 
aries; be it 

Resolved, That the state board in session in Los 
Angeles September 4, 1934, recommend to the county 
auxiliaries that their annual meeting and election of 
officers shall be held in the month of May. 


7 v 7 


News Notes of Officers—Mrs. Philip Schuyler Doane, 
recently returned from a trip to the bay district, brings 
back with her the cheering news of the convalescence 
of our president-elect, Mrs. Thomas J. Clark of Oak- 
land, who has been ill for several weeks. During her 


stay Mrs. Doane also met the national second vice- 
president, Mrs. Otis Floyd Lamson of Seattle, a de- 
lightful and dynamic person, who is in charge of the 
organization work of the medical auxiliaries in the 
eleven western states. In recognition of her excep- 
tionally fine efforts in promoting Hygcia, Mrs. Mark 
Glaser, the Los Angeles County chairman, has been 
placed on the national committee and will have charge 
of Hygeia throughout the western states. 


* * * 
County Auxiliary Reports 


Los Angeles County—The last date on the county 
calendar of the Woman’s Auxiliary before the summer 
vacation was an organization tea in Long Beach at 
the Pacific Coast Club, given by a most gracious 
hostess, Mrs. Walter H. Boyd. Its purpose was to 
bring together the eligible residents of the harbor dis- 
trict which includes Long Beach, San Pedro, and 
Wilmington. Distances within the county are great, 
and it has proved both pleasant and profitable for 
local groups to meet now and then. National, state 
and county officers were among the honor guests, and 
also the wives of both state and county medical asso- 
ciation presidents, Mrs. Clarence Toland and Mrs. 
Philip Stephens. Greetings and short speeches were 
made by many of the officers, followed by excellent 
music and refreshments. The afternoon proved a 
great success, bringing in twenty-five members. 

During the American Public Health Association 
convention in Pasadena the first week in September, 
Mrs. John V. Barrow, Los Angeles County president, 
and her board entertained two hundred of the visitors 
at a tea in her home, honoring Dr. Walter Bierring, 
president of the American Medical Association, and 
Dr. and Mrs. W. W. Bauer of Chicago. Doctor Bauer, 
who is director of the Bureau of Health and Public 
Instruction of the American Medical Association, 
spoke to the guests assembled in the garden. It was 
a privilege to hear him and to meet, as well, many of 
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the other leaders prominent in medical and public 
health work throughout the country. 

The regular September meeting on the 21st opened 
a new membership campaign with a garden tea in 
the Del Amo gardens. Each member was asked t 
bring with her an eligible guest, and seventeen new 
names were enrolled that afternoon. Mrs. Barrow 
welcomed each member and guest, and introduced 
the two speakers. Dr. Glenn Myers told of the possi- 
bilities of service and pleasures of friendships to h< 
achieved through the auxiliary membership. Mrs. 
Stanley Cochems, executive secretary of the Los An- 
geles County Medical Association, outlined several 
bills menacing public safety, health and educational 
standards that are to be voted upon at the coming 
election and suggested ways in which the auxiliary 
could aid in their defeat. Tea served in the pergola, 
music, and the meeting of old friends and new, closed 
a pleasant afternoon. 


Mrs. Etmer Bett, Corresponding Secretary. 
7 7 7 


Orange County—An interesting introduction to their 
year of study and social programs was afforded mem- 
bers of the Woman’s Auxiliary to the Orange County 
Medical Association at their meeting in the home of 
Dr. and Mrs. J. I. Clark. Mrs. Clark was joined by 
Mesdames Harry G. Huffman, auxiliary president, 
Frank H. Patterson, R. P. Yeagle, and Miss Rosa 
Boyd in hospitalities of the afternoon. Miss Eloise 
Hafford, director of public education for the Ruth 
Home at El Monte, took as subject for her talk, The 
Responsibility of Church and Community to the Adoles- 
cent Child. Her long and varied experiences with 
underprivileged children gave her a wealth of mate- 
rial upon which to draw for her talk, which was both 
interesting and educational to her audience. 

In the business session conducted by Mrs. Huffman, 
a reciprocity meeting was announced for November 6 
in the Santa Ana Ebell Club House, where a program 
on medical legislation will feature Mr. Ben Read, 
executive secretary of the California Public Health 
League, as speaker. Auxiliary members heard with 
interest that their past president and past president 
of the state auxiliary, Mrs. F. E. Coulter, had been 
appointed historian of the state organization. During 
the social hour Mrs. G. Emmett Raitt and Mrs. John 
Webhrly presided at the beautifully appointed table 
where tea was served. 

EvizaBeTH M. SUTHERLAND, Secretary 
7 7 7 


San Diego County—At the September meeting the 
San Diego Auxiliary renewed its activities with en- 
thusiastic plans for the fall. The first project is a 
membership drive, to be carried on for the remainder 
of the year. The president of the Public Health 
League sent a letter to the meeting expressing his 
sincere gratitude for the codperation of the auxiliary) 
prior to the primary election. Dr. W. W. Belford, the 
speaker of the day, discussed Infantile Paralysis. 

Our members are looking forward to a bridge party 
to be held the afternoon of the October luncheon 
meeting, and to a dinner dance the Social Committee 
has scheduled for November. 


ELIzABETH Eacer, Secretary 


* * * 


Notes From the National Auxiliary Convention—A 
Brief Survey of Auxiliary Effort 


In these notes, taken from reports sent to the twelit! 
national convention, are listed some of the high poi 
of achievement and of interest during the year 
passed in state auxiliaries throughout the nation. } 
tell a story of work well done in friendly codperation, 
of an awareness of new duties in self-education, 
guarding standards achieved, in sharing knowledge 
attained, and in aiding those less fortunate. The) 
bring news of a great variety of effort and interest, 
and may suggest, perhaps, some ways of service that 
fit our own special needs. 
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In Alabama a health contest was sponsored in the 
elementary schools, and a silver cup awarded on 
“Child Health Day” to the school showing the great- 
est improvement among its pupils. 

Arkansas reports the use of the American Medical 
Association study envelopes throughout the state by 
the Parent-Teacher associations, federated clubs, Red 
Cross workers, and other groups; also the sponsoring 
of clinics, the distributing of milk to indigent and 
tuberculous cases, and the conducting of a vacation 
school by one of the counties. With a Hygeia quota of 
seventy-five, they brought in 189 subscriptions. 

California’s contribution was the organization of a 
group representing the Sacramento Medical Society, 
the Department of Adult Education in the Sacramento 
schools, the Sacramento Health Department, the Red 
Cross, the Parent-Teacher Association, the American 
Legion, the University Women’s Association, the State 
Board of Education, the Sacramento Auxiliary, and 
the State Auxiliary to work out a program of adult 
health education. 

Colorado gave its annual donation of $100 to the 
Scholarship Fund of the University of Colorado Medi- 
cal School, as well as a smaller sum to the Visiting 
Nurses’ Association. It carried on Red Cross and 
Needlework Guild sewing, and’ sent out boxes and 
stockings for hospital wards at Christmas. 

Delaware members served on the Public Health 
Committee of the Federation of Women’s Clubs and 
allied organizations, and supervised a program of pub- 
lic health. 

The District of Columbia presented some excellent 
programs on current health problems, the Food and 
Drug Bill, and on medical economics, all given by 
authoritative speakers. 

Florida helped with many welfare projects; the sale 
of Christmas seals, raising milk funds for needy school 
children, collecting samples from the doctors’ offices 
for colored charity, contributing to the Home for 
Crippled Children, to a medical missionary in India, 
and in assisting a student through school. 

Georgia counts some sixty-eight talks on health for 
self-education given to the membership throughout 
the state, and 160 health talks given in turn by the 
members themselves to groups varying in age from 
the first grade through high school, as well as adult 
audiences. 

lowa held a health essay contest with the codpera- 
tion of the State Medical Society and with the Super- 
intendent of Public Instruction serving as one of the 
judges. 

In Kansas special attention has been given to legis- 
lation, both in the study of the bills themselves and 
in making a map of the state showing the location of 
the districts of the representatives and the senators 
and listing the doctors and the auxiliary members. 

Louisiana had two state-wide interests: promoting 
periodic health examinations and aiding the committee 
tor the Indigent Physicians’ Fund. 

Minnesota has published a history of the Minnesota 
Medical Auxiliary, which contains both county and 
state information. 

Mississippi gave assistance to the State Board of 
Health by placing in the women’s work of the CWA 
the teaching of hygiene and first aid in the schools. 
This resulted in several thousand children receiving 
such instruction and in the employment of eighty-five 
nurses as instructors. 

Missouri has begun the publication of a quarterly 
bulletin which carries national, state, county, and per- 
sonal news. 

New Jersey reports relief work carried on by many 

counties, including a contribution made to the Doctors’ 
Relief Fund of $500, two scholarship funds, and a 
widows and orphans’ fund started. 
_ New Mexico’s welfare projects include a milk fund 
lor undernourished children, and aiding a day nursery 
at Christmas time, and helping in the support of a 
County society for the relief of tuberculosis. 

In New York State, Queens County raised $1,200, 
Which was turned over to the medical society and 
used by them to complete and open the doctors’ 


STATE MEDICAL ASSOCIATIONS 


library. This same county realized on another benefit 
$150, which they used to redecorate the banquet hall 
of their medical building. 

North Carolina supports a bed at the state sana- 
torium, and maintains a Students’ Loan Fund, which 
was used this year to enable the daughter of a phy- 
sician to complete her school year. An auxiliary repre- 
sentative was also sent to a state-wide meeting of lay 
organizations called to make a study of the school 
curriculum. 

Oklahoma increased its Medical Student Loan Fund 
by adding half of the balance left in the treasury when 
all bills were paid. 

The Oregon Auxiliary gave valuable assistance in 
the passage of a Basic Science Law through their state 
legislature and now that its repeal is threatened by 
a group of cultists, are busy again in defense of this 
standard of scientific medical education. 

Pennsylvania includes junior groups in some of the 
larger auxiliaries, and these have been most active 
in promoting friendly relations among the new and 
younger members of the profession. In the university 
cities they have sponsored dances for medical students 
and internes, they have carried on an active campaign 
for the sale of Christmas seals, assisted in transporta- 
tion for the Child Welfare work, and have called upon 
the wives of the younger doctors and convinced them 
that the auxiliary is a worthwhile cause. 

South Carolina, which already keeps one medical stu- 
dent at the University of Virginia, is now busy raising 
funds which will enable a second one to attend. 

Texas sponsored a state-wide program on the pre- 
vention and control of tuberculosis in preschool and 
adolescent children, with the result that more than six 
thousand children were examined or skin tested. The 
program did not urge free clinic service, but tried, 
instead, to reach the parents and inform and educate 
them, giving charity only where charity was necessary. 

Virginia has given special attention to placing 
health programs before lay organizations and actively 
indorsed the health education program of the State 
Superintendent of Schools. Motion pictures, combined 
with lectures upon proper diet and the advisability of 
a yearly physical examination, have been given before 
ten schools and civic organizations. 

In Wisconsin the auxiliary has placed 120 medical 
speakers before lay audiences during the year. 
of the counties have given radio broadcasts of health 
programs, and a fifteen-minute radio talk on some 
health subject is given every week by the executive 
secretary of the state auxiliary. Handbills announcing 
an important lecture by an American Medical As- 
sociation speaker were printed and distributed by the 
school children, and brought out an audience of over 
seven hundred to hear him. 


Six 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
CLARK COUNTY 


The Clark County Medical Society held its initial 
fall meeting September 8. After caring for routine 
business of the society, and with the wives of the 
group as guests, the gathering was honored to have 
Dr. William S. Kiskadden of Los Angeles as guest 
speaker. 

Doctor Kiskadden followed with a lecture and stere- 
opticon demonstration of a series of cases relafive to 
Plastic Surgery. After presenting a brief historical back- 
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ground of the origin of plastic surgery, the essayist 
pointed out the advances and improvements made in 
that branch of surgery in recent years. The case 
demonstrations by slide were a carefully selected 
group of the various types of deformities, to which 
the plastic surgeon falls heir. Cases included the more 
commonly seen congenital deformities and anomalies, 
e. g., harelips, cleft palates, supernumerary digits, nasal 
deformities, syndactylism and other deformities of the 
hands and feet, absence of ears, contractures from 
burns, etc. In his accompanying talk, Doctor Kiskad- 
den followed the patient from the beginning through 
the various operations to the end-results. 

It was an instructive and interesting presentation. 


Hate B. Stiavin. 


WASHOE COUNTY 


The Washoe County Medical Society held its regu- 
lar session Tuesday evening, October 9, in the State 
Building, Reno. 

The application of Dr. H. E. Schwing of Hobart 
Mills, California, for membership in the society was 
read, approved, and referred to the Board of Censors 
for final action. The financial report of the secretary 
was then read, showing a balance on hand of about 
$300, and no indebtedness. There were no case re- 
ports presented. 

Dr. Horace J. Brown made a report with reference 
to the banquet of the Nevada State Medical Associ- 
ation recently held in the Riverside Hotel, reporting 
a deficit in the state treasurer’s fund and asking that 
the county society donate $125 for its relief. Upon 
motion of Doctor Morrison and duly seconded, the 
secretary-treasurer was authorized to write a check 
on the society for the above amount and remit the 
same to Doctor Brown. 

Dr. J. LaRue Robinson introduced a series of reso- 
lutions with reference to the Washoe County General 
Hospital, stating in the first paragraph of the reso- 
lutions the following: “Whereas, the Washoe County 
General Hospital is now functioning properly for the 
benefit of Washoe County citizens; is staffed by regu- 
lar ‘doctors of medicine,’ who give medical and surgi- 
cal service, free of charge, to all Washoe County 
indigents entering the hospital, etc. 

Whereas, One H. C. Brown, a chiropractor, and a 
recent resident of Reno, has received the nomination 
at the recent primary election to serve as long-term 
trustee of the Washoe County General Hospital, it 
being the belief of this committee his nomination, to 
a very considerable extent was gained through a mis- 
understanding because of the similarity of names of 
H. C. Brown, chiropractor, and Horace J. Brown, 
M.D., the latter a regular physician of Reno, and be- 
cause of such misunderstanding, many voters believed 
that in voting for H. C. Brown, chiropractor, they 
were voting for Horace J. Brown, M.D; therefore 
be it 

Resolved, That the Washoe County Medical So- 
ciety does, at this its regular meeting, disapprove of 
his election as trustee to the Washoe County General 
Hospital. And that the Woman’s Auxiliary of the 
Nevada State Medical Association and this the Washoe 
County Medical Society, will use every effort to de- 
feat the election of H. C. Brown, chiropractor, for 
this office. This resolution was unanimously adopted 
by the society.” 

Upon motion, and duly seconded, a committee con- 
sisting of Drs. J. LaRue Robinson, Caples, West, and 
Shaw, were nominated by the chair to assist in arrang- 
ing some form of codperation to inform the public 
with reference to the similarity of the names of 
Brown, chiropractor, and Brown, M. D., at the coming 
election for trustee for the Washoe County General 
Hospital. 

It was also moved by Dr. Dwight Hood and duly 
seconded that the chair appoint a medical legal com- 
mittee to act in codperation with a similar committee 
as should be appointed from the Elko County Medical 
Society, the White Pine County Medical Society, and 
the Clark County Medical Society, and that the secre- 
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tary should inform the secretaries of the above 

societies, giving the names of the Washoe County 
committee, and requesting their joint codperation in 
the event of any emergency which might possibly 


affect the well-being of regular medicine for the State 
of Nevada. 

It was suggested by Dr. S. K. Morrison that we 
seek an educational plan to distinguish regular phy- 
sicians and surgeons from others who are termed doc- 
tors by affixing to our names the abbreviation of \{.D. 
rather than the usual term of doctor preceding the 
name. This concluded the business of the evenin; 

Dr. A. L. Stadtherr presented a paper, Indicat 
for Surgical Treatment in Diseases of the Thyroid G 
He began by saying, “Changes of the thyroid g!: 
are circulatory, inflammatory, functional, and 
plastic. Functional and neoplastic derangement 
stitute the largest proportions of thyroid dise: 
requiring surgical treatment. The thyroid gland, 
conjunction with the parathyroid, controls the t 
toxic bactericidal powers of the body. Pathologicall 
the surgical diseases of the thyroid are classe 
various groups. These groups are generally accept 
as colloid goiter, nontoxic adenoma, toxic adenoma, 
hyperthyroidism, exophthalmic goiter, and malignan- 
cies of the thyroid. Whether toxic or nontoxic, ad- 
enoma of the thyroid is a dangerous lesion and is held 
responsible for 90 per cent of all cancers of the thy- 
roid. Two to five per cent of all adenomas become 
malignant after thirty. The toxic goiter, whether 
adenoma, hyperthyroid, exophthalmic, or malignant, 
presents one or more of the manifestations of nervous- 
ness, tachycardia, palpitation, tremor, insomnia, ap- 
prehension, mental aberration, irritability, restlessness, 
easy exhaustion, weakness, sexual inactivity, or men- 
strual dysfunction. Such complaints, associated with 
certain physical findings which vary somewhat with 
the type of thyroid, make the diagnosis of a group 
of illnesses resulting in goiter, which respond gener- 
ally, promptly, and permanently to surgical treat- 
ment.” In conclusion, Doctor Stadtherr said he be- 
lieved all focal infections, especially septic tonsils, 
should be taken care of before a thyroidectomy is 


attempted. Tuomas W. Batn, Secretary-Treasurer. 


OBITUARY 


Francis Jewell Crane 
1854-1934 


“The curfew tolls the knell of parting day.” 


The passing of Doctor Crane at his home in Round 
Mountain, Nye County, at the advanced age of eighty 
years, deserves a tablet in the Temple of Healing in 
the State of Nevada. 


Doctor Crane was graduated from the Medical De- 
partment, Northwestern University, Chicago, in 1879. 
After a five-year residence in Chicago, he was at- 
tracted by the lure of Colorado’s mining camp 
Cripple Creek. Subsequently he became mayor of this 
important mining center when at that time the mayor- 
alty of Cripple Creek was esteemed almost the equal 
of the governorship. When the camp’s activities died 
down, he still followed the beacon star of destiny and 
located in the unique gold mining camp at Round 
Mountain in 1912. 


Doctor Crane was interested in the work of 
National Red Cross Society. In his earlier life 
sought and obtained in Washington a personal intro- 
duction from Clara Barton, of Red Cross fame, to 
President Theodore Roosevelt. 

Aside from his professional activities, he became 
Surgeon-General on the staff of both the Governor ot 
Colorado and Governor of Nevada. He was a lie 
member of the Nevada State Medical Society. 

A giant in stature and genial as he was big, he will 
be remembered by services to his friends as one ol 
those pioneer doctors to whom the helping hand was 
always extended, and in whose generous heart sympa- 
thy was always felt. 
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NEWS 


Coming Meetings 


American Medical Association, Atlantic City, 
Jersey, June 10-14, 1935. Olin West, M. D., 
Dearborn Street, Chicago, Secretary. 

American Society of Tropical Medicine, San Antonio, 
Texas, November 14-16. Henry E. Meleney, M.D., 
Vanderbilt University School of Medicine, Nashville, 
Tennessee, Secretary. 

California Medical Association, Yosemite National 
Park, May 13-16, 1935. Frederick C. Warnshuis, M.D., 
450 Sutter Street, San Francisco, Secretary. 

Interstate Postgraduate Medical Association of North 
America, Philadelphia, Pennsylvania, November 5-9. 
W. B. Peck, M. D., 27 East Stephenson Street, Free- 
port, Illinois, Managing Director. 

Pacific Coast Society of Obstetrics and Gynecology, 
Oakland and Del Monte, November 21-23. Clarence 
A. DePuy, M. D., 230 Grand Avenue, Oakland, Secre- 
tary. 

Radiological Society of North America, Memphis, 
Tennessee, December 3-7, 1934. Donald S. Childs, 
M.D., 607 Medical Arts Building, Syracuse, New 
York, Secretary. 

Southern California Medical Association, Los Angeles, 
November 2-3. Robert W. Langley, M. D., 1002 Wil- 
shire Medical Building, Los Angeles, Secretary. 

Southern Medical Association, San Antonio, Texas, 
November 13-16. Mr. C. P. Loranz, Empire Building, 
Birmingham, Alabama, Secretary. 

Western Surgical Association, St. Louis, December 
7-8. Albert H. Montgomery, 122 South Michigan 
Boulevard, Chicago, Secretary. 


New 
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Medical Broadcasts* 


American Medical Association Health Talks—The 
American Medical Association broadcasts on a western 
network of the Columbia Broadcasting System each 
Thursday afternoon on the Educational Forum from 
4:30 to 4:45, central standard time. 

The American Medical Association broadcasts on a 
Blue network of the National Broadcasting Company 
each Tuesday afternoon from 4:00 to 4:15 central 
standard time. 
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San Francisco County Medical Society.—The radio 
broadcast program for the San Francisco County 
Medical Society for the month of November is as 
follows: 

Tuesday, November 6 (Election Day)—KJBS, 11:15 
a.m., and KFRC, 1:15 p.m. Subject: Vote Today 
Against the Proposed Legislation Endangering the 
Public Health of California. 

Tuesday, November 13—KJBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: The Work of the Visiting Nurses’ 
Association of San Francisco. 

Tuesday, November 20—KJBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: First Aid. 

Tuesday, November 27—KJBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: The Way of the Vegetarian. 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (giving 
Station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 


Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of November is as 
follows: 


eee. November 3—KFI, 9 a. m. 
Tal 


Subject: Health 


Pa November 3—KFAC, 10:a.m. 
Doctor and You. 

Tuesday, November 6—KECA, 11:15 a.m. 
Health Talk. 

Saturday, November 10—KFI, 9 a. m. 
Talk. 

Saturday, November 10—KFAC, 10 a.m. 
Your Doctor and You. 

Tuesday, November 13—KECA, 11:15 a. m. 
Health Talk. 

Saturday, November 17—KFI, 9 a. m. 
Talk. 

Saturday November 17—KFAC, 10 a.m. 
Your Doctor and You. 

Tuesday, November 20—KECA, 11:15 a. m. 
Health Talk. 

Saturday, November 24—KFI, 9:00 a.m. 
Health Talk. 

Saturday, November 24—KFAC, 
Your Doctor and You. 

Tuesday, November 27—KFI, 
Health Talk. 


Subject: Your 


Subject: 
Subject: Health 
Subject: 
Subject: 
Subject: Health 
Subject: 
Subject: 
Subject: 


10 a.m. Subject: 


11:15 a.m. Subject: 


Meeting of Radiological Society of North America. 
The Radiological Society of North America will hold 
its next annual meeting at the Hotel Peabody, Mem- 
phis, Tennessee, December 3 to 7, 1934. The medical 
profession is cordially invited to attend. Further infor- 
mation may be obtained by addressing the secretary- 
treasurer, Dr. Donald S. Childs, 607 Medical Arts 
Building, Syracuse, New York. William E. Costolow 
and Robert R. Newell are counselors for California. 


University of California Medical School.—On Fri- 
day, November 23, 1934, the annual alumni day will 
be celebrated at San Francisco Hospital. The morning 
session will be devoted to ward rounds, operative 
clinics, conferences and demonstrations, and the after- 
noon to a symposium on the autonomic nervous 
system in its relation to medicine and surgery. An 
outline of the program will be sent on request to Dean 
Langley Porter, Second and Parnassus, avenues, San 
Francisco. 

On October 10, 1934, Dr. Frank B. Young of Long 
Beach addressed the faculty and students on “The 
Antiquity of Diseases.” Doctor Young’s talk was 
illustrated with a collection of paleo-pathological 
material, including original specimens, x-rays, photo- 
graphs, and drawings. 

On October 13, 1934, Dr. Robert F. Loeb, associate 
professor of medicine, Columbia University School of 
Medicine, held a clinic on “Diabetic Acidosis,” which 
was attended by the faculty and students. 


California Cities Maintain Low Infant Mortality 
Rates.—As usual, California cities in 1933 maintained 
their records for having the lowest infant mortality 
rates of any cities in the country. Among cities hav- 
ing populations of 50,000 to 100,000, Berkeley, with 
a rate of twenty-one, shares honors with Newton, 
Massachusetts. San Jose, in the same population 
classification, had the second lowest rate—twenty- 
three. Among cities having populations of 100,000 to 
250,000, Long Beach was second, with a rate of thirty- 
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five. Among cities having populations over 250,000, 
Oakland was second, with a rate of thirty-eight. The 
Oakland record was bettered only by Portland, Ore- 
gon, thirty-three. Seattle, Washington, shared honors 
with Oakland in maintaining a rate of thirty-eight. 
There is significance in the fact that all three of these 
large cities are on the Pacific Coast. Portland, for 
several years, has maintained the lowest infant mor- 
tality rate among the larger cities. Berkeley, for many 
years, has maintained the lead among cities of the 
United States having populations between 50,000 and 
100,000. 

The American Child Health Association, in an- 
nouncing these records, states that “in appraising 
these rates it must be borne in mind that they are 
crude and not corrected rates. That is, they are based 
on the births and deaths reported as occurring in a 
city. The city with inadequate hospital accommoda- 
tions uses the hospitals in adjacent areas. Births and 
deaths occurring in hospitals are charged to the city 
in which the hospitals are located, and not to the 
city in which the people live who come to the hospi- 
tals. A truer picture is obtained from the corrected 
rate in which births and deaths are reclassified on the 
basis of residence. It is hoped that ultimately all vital 
Statistics data will be corrected for residence.” 

The records made by these California cities are con- 
spicuous when it is taken into consideration that the 
infant mortality rate for the 985 cities of the birth 
registration area is 57.1. The Berkeley infant mor- 
tality rate was almost one-third that for cities of 
the registration area. It is recognized that the infant 
mortality rate has resulted from a number of causes, 
such as the social and economic status, family cus- 
toms, characteristics of different races and nationality 
groups, climatic conditions, the extent of modern medi- 
cal service provided, as well as the extent and charac- 
ter of public health effort. It is certain, however, that 
these rates are dependent to a large extent upon the 


efforts expended in preventive medicine and public 
health. 


Annual Alumni Day, University of California Medi- 
cal School.—This will be held on Friday, November 
23, 1934, at the San Francisco Hospital, San Francisco. 
The program follows. 


MORNING SESSION 
Division of Medicine 


9-11 a.m.—Medical Wards Rounds: Ward E, Drs. 
L. H. Briggs, E. L. Bruck, S. P. Lucia. S. R. 
a C. D. Mote, S. T. Pope, H. C. Shepard- 

son, S. J. Shipman. 

Clinical Pathology: Ward E, Dr. R. J. Reitzel— 
Diagnosis of gonococcus “infection by cultural 
methods. Dr. W. A. Reilly—Calcium metabo- 
— studies in children having active tubercu- 
osis, 

Neuropsychiatry: Ward R, Drs. E. W. Twitchell, 
Eva C. Reid, P. A. Gliebe, D. A. Macfarlane. 
Tuberculosis: South Wing, Ward 25, Drs. Esther 

Rosencrantz, B. L. Freedlander. 
Division of Surgery 

8-11 a.m. — Operative clinics, 
cussions. 

General Surgery: Dr. H. Brunn and staff. 
Thoracoplasty—Drs. H. Brunn, A. L. 

H. W. Stephens, S. J. Shipman. 
Stomach or Large Bowel—Drs. H. Brunn, G. K. 
Rhodes, A. R. Kilgore. 
Hernia—Drs. C. L. Callander, W. Birnbaum. 
Gall-Bladder—Drs. S. H. Mentzer, F. S. Foote. 

Orthopedic Surgery: Dr. L. C. Abbott and staff. 
Albee graft. 

Gynecology: Dr. W. B. Moore and staff. 
Hysterectomy. 

Pelvic inflammatory. 

Urology: Dr. F. Hinman and staff. 

Treatment of prostatic obstruction. 
1. Radical perineal prostatectomy. 
2. Conservative perineal prostatectomy. 
3. Transurethral prostatectomy. 


operations, and dis- 
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Surgical demonstrations of the three methods 

Discussion of the indications for each, the mor- 
tality, and results. 

Ear, Nose and Throat: Dr. W. B. Smith and staff. 

8-9:30 a.m. — Radical antrum operation under 
local anesthesia. 

9:30-10 a.m.—Laryngeal clinic, Ward S 

Eye: Dr. F. C. Cordes and staff. 

9-10:30 a.m.—Newer developments in treatment 
of detached retina; non-operative clinic with 
pig’s eyes. 

11 a.m.-12 noon—Medical, Surgical, X-Ray Confer- 
ence. Amphitheater above surgical pavilion. Dr. 
H. E. Ruggles and medical and surgical staffs 

12 noon to 1 p.m.—Clinicopathological Conference. 
Amphitheater above surgical pavilion. Drs. G. Y. 
Rusk, J. L. Carr, L. W. Buck, and medical and 
surgical staffs. 

1-2 p.m.—Luncheon, 


home, San 
Francisco Hospital. 


social hall, nurses’ 


AFTERNOON SESSION 


2-4 p.m.—Symposium on autonomic nervous system 
in its relation to medicine and surgery. 

General discussion of the anatomy of the sympa- 
thetic nervous system—Dr. J. B. Saunders. 

Relationship of autonomic nervous system to dys- 
menorrhea—Dr. Margaret Schulze. 

Sympathectomy in intrathoracic disease — Dr 
H. W. Stephens. 

Sympathectomy in the treatment of peripheral 
vascular disease and congenital megalocolon— 
Dr. L. B. Lawrence. 

Relationship of autonomic nervous system to car- 
diac function—Dr. J. J. Sampson. 

Endocrine operations for circulatory disorders— 


Dr. H. C. Shepardson. 


Southern California Medical Association.—The semi- 
annual meeting of the Southern California Medical 
Association was held in Los Angeles in the audi- 
torium of the new Los Angeles County Medical Build- 
ing, and bedside demonstrations given in wards of the 
new General Hospital on Friday, November 2, and 
Saturday, November 3. 

The guest speaker was Lawrence Selling, M. 
clinical professor of medicine, University of ie 
Medical School, whose subject was “Diagnosis of 
Epilepsy.” The program follows: 


Friday Afternoon, November 2 


Cerebrovascular Lesions— A Clinical Pathological 
Survey by Cullen Ward Irish of Los Angeles. Dis- 
cussion by John B. Doyle and Cyril B. Courville of 
Los Angeles. 


Apnoes Under Anesthesia by Arthur E. Guedel of 
Los Angeles. Discussion by W. W. Hutchinson and 
A. J. Wineland of Los Angeles. 

Diagnosis and Treatment of Common Skin Dis- 
eases in School Children by Neyson Paul Anderson 
and Samuel Ayres, Jr., of Los Angeles. Discussion 
by Louis F. X. Wilhelm and Moses Scholtz of Los 
Angeles. 

Review of One Hundred and Ninety Cases of Heart 
Disease Complicating Pregnancy by James F. Ander- 
son and Bernard J. Hanley of Los Angeles. Dis- 
cussion by Lyle G. McNeile and Robert W.-Langie) 
of Los Angeles. 


Saturday Morning, November 3 


A clinical pathological conference was held in the 
Los Angeles General Hospital, 1100 Mission Road 
(new unit), under the direction of Drs. Newton Evans 


and Ernest Hall and members of the clinical staff. 


Saturday Afternoon, November 3 
Public Health and Medical Coérdination in Polio- 
myelitis Control by J. L. Pomeroy, Los Angeles 
County Health Officer. Discussion by A. J. Scott 
H. Douglas Eaton of Los Angeles. 
Schuller-Christians’ Disease (Lipoid Xanthomat 
sis) with Case Report by Edgerton Crispin of 
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Angeles. Discussion by Raymond Taylor and Verne 
Mason of Los Angeles. 

The Adrenal Hormones in Relationship to General 
Medicine by F. M. Pottenger and F. M. Pottenger, 
Jr., of Los Angeles. Discussion by Clinton Thienes 
and Roland Cummings of Los Angeles. 

Dysenteries in Southern California by John F. 
Kessel of Los Angeles. Discussion by John V. Bar- 
row of Los Angeles and Andrew Bonthius of Pasa- 
dena. 


Symposium on Heart Disease—The Heart Com- 
mittee of the San Francisco County Medical Society 
will hold its fifth postgraduate teaching course on 
heart disease November 21-22, 1934. The meetings 
are scheduled as follows: 

Wednesday, November 21—Morning session, Mount 
Zion Hospital. Afternoon session, San Francisco 
Hospital. Evening session, University of California 
Hospital. 

Thursday, November 22—Morning session, Uni- 
versity of California Hospital. Afternoon session, 
Stanford University Hospital. Evening session, San 
Francisco County Medical Society. 

An interesting program is being prepared to include 
the various phases of cardiovascular disease. The final 
evening session will be in the nature of a clinical 
pathological conference on heart disease, followed by 
a discussion of Thyroidectomy in the Treatment of 
Congestive Failure and Angina Pectoris. Dr. John P. 
Strickler, chairman of the Program Committee, an- 
nounces that there will be no fee in connection with 
the symposium, and that all doctors who are interested 
are welcome to attend. The programs will soon be 
ready for distribution. If you desire a copy mailed to 
you, please notify the secretary, J. Marion Read, M.D., 
490 Post Street, San Francisco. 


“RADIO EDUCATION OR RADIO 
PROPAGANDA’ 


The item which follows, with the caption “Broad- 
casts on Medical Economics,” was originally marked 
for the “News” column of this issue. However, be- 
cause of comments in The Journal of the American 
Medical Association (October 27, page 1310) and other 
discussions in Time (October 29, page 12), it now has 
its present place in this issue in order to give emphasis 
to The Journal of the American Association criticisms. 

7 v ¢ 
BROADCASTS ON MEDICAL ECONOMICS 


For the first time, the National Advisory Council on 
Radio in Education enters the field of public health 
with a series of broadcasts entitled “Doctors, Dollars, 
and Disease.” 

There will be nineteen programs of fifteen minutes 
each (10:45-11:00, Eastern Standard Time; 7:45 p. m., 
Pacific Standard Time), every Monday evening from 
October 2 through February 25 (excepting October 27, 
November 5, and November 12), over a nation-wide 
network of the Columbia Broadcasting System... . 

“The recent progress of the science of medicine has 
been little short of miraculous,” says the announce- 
ment of the series. “Physicians as a rule have shown 
fine professional spirit and have given freely of their 
time without pay. Yet more than fifty million persons 
in the United States either do not receive the care 
which they need, or are heavily burdened by its costs, 
while many practitioners and agencies for health are 
under-employed and poorly paid. The barrier is mainly 
economic. It stands between the doctors and the den- 
tists and the nurses who are able and eager to serve 
and the patients who are sorely in need of the service. 
The problem is to bring doctors and dollars and dis- 
eases into such helpful and continuous contact with 
each other that the practice of medicine can keep pace 
with the science of medicine. That is the central 
theme of this series.” ; 

‘The purpose of this series of radio talks is not to 
advocate any one solution of the problem, but to fur- 
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nish reliable information and stimulate discussion,” 
says the announcement. 

All the programs will be published by the University 
of Chicago Press, 5750 Ellis Avenue, Chicago, and 
each program will be available shortly after it is 
broadcast, for fifteen cents for individual numbers, or 
two dollars for the series of nineteen. 

The Public Health Committee of the National Ad- 
visory Council on Radio in Education is headed by 
William Trufant Foster, Director of the Pollak Foun- 
dation, and includes Dr. Haven Emerson, Dr. Alice 
Hamilton, Dr. Thomas Parran, Jr., Dr. H. S. Cum- 
ming, and Dr. Ray Lyman Wilbur. The National Ad- 
visory Council on Radio in Education is headed by 
Robert A. Millikan as president, and Levering Tyson 
is the director. .. . 


The remaining program is as follows: 


November 19—Thomas Parran, Jr., M.D., Commis- 
sioner, State Department of Health, New York: Public 
Health Needs. 

November 26—George H. 
Massachusetts General 
Medicine. 

December 3—Nathan B. Van Etten, M.D., New York 
City: Abuses of Medical Charity. 

December 10—Ray Lyman Wilbur, M.D., President, 
Stanford University; former President, American Medi- 
cal Association: The Doctor’s Part in Medical Care. 

December 17—Paul H. Douglas, Ph. D., Professor of 
Industrial Relations, University of Chicago: Uneven Costs 
of Sickness: How to Meet Them. 

December 24—-William Trufant Foster, Ph. D., Director, 
Pollak Foundation: Tiny Tims of Today. 

December 31—Michael M. Davis, Ph. D., and C. 
Rorem, Ph. D., C 
Progress in 1934. 

January 7—Frank Van Dyk, Executive Secretary, Hos- 
pital Council of Essex County, New Jersey, and Homer 
Wickenden, A.M., General Director, United Hospital 
Fund, New York City: Budgeting Hospital Bills. 

January 14—Miss Katherine Tucker, R. N., General Di- 
rector, National Organization for Public Health Nursing, 
Inc.: The Nurse’s Part in Medical Care. 

January 21—Nathan Sinai, D. P. H., 
search, Michigan State Medical Society: 
Service. 

January 28—William Hard, L. D. H., Journalist, Wash- 
ington, D. C.: The Government’s Part in Medical Care. 
_February 4—Haven Emerson, M.D., College of Phy- 
sicians and Surgeons, New York; former President, 
American Public Health Association: The Future of 
Medical Care. 

February 11—I. S. Falk, Ph. D., and Edgar Syden- 
stricker, Milbank Memorial Fund, New York City: Pres- 
ent Trends in Health Insurance. 

_ February 18—Harry H. Moore, Ph.D., Director of 
Study, Committee on the Costs of Medical Care: The Man 
from Mars Asks Questions. 

February 25—Livingston 
Cornell University: 


Bigelow, 
Hospital, 


M. D., 
Boston: 


Director, 
Preventive 


Rufus 
. P. A., Julius Rosenwald Fund, Chicago: 


Director of Re- 
Mutual Health 


Farrand, 
Next Steps. 
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From the editorial comments in The Journal of the 
American Medical Association, the following excerpts 
are printed: 


M.D., President, 


“DOCTORS, DOLLARS AND DISEASE’’—RADIO EDUCATION 
OR PROPAGANDA 


“In 1929 a series of meetings called by the American 
Association for Adult Education resulted in the forma- 
tion of a body known as the National Advisory Council 
on Radio in Education, Inc. Its general purpose is said 
to be to ‘further the development of the art of radio 
broadcasting in American Education.’ Recently, Con- 
gress enacted some legislation entitled ‘The Federal 
Communications Commission Act,’ which automatically 
abolished the Federal Radio Commission. This act also 
makes it mandatory on the new commission ‘to study 
the proposal that Congress by statute allocate fixed per- 
centages of radio broadcasting facilities to particular 
types or kinds of nonprofit radio programs’ and to report 
to Congress by February 1, 1935. 

“The National Advisory Council on Radio in Educa- 
tion, Inc., is exceedingly interested in this problem, be- 
cause it has made education of the public over the radio 
its particular province since the time of its organization. 
The council wants more time on the air for education. 
In a recently issued circular, the director says ‘The 
council is an organization independent of faction, non- 
partisan in its procedure, disinterested as to personnel 
and noncommercial! in operation.’ Notwithstanding these 
assertions, the medical profession is now confronted with 
the promotion by the National Advisory Council on 
Radio in Education, Inc., of a series of broadcasts under 
the title ‘Doctors, Dollars and Disease,’ said to be pre- 
sented by the Public Health Committee of the National 
Advisory Council on Radio in Education, Inc. These 
programs are offered every Monday evening over WABC, 
Columb‘a network, extending from coast to coast, at 7:45 
Pacific time. 8:45. Mountain time, 9:45 Central time, and 
10:45 Eastern time. 
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“Let us then view the nature of the organization of 
the Public Health Committee which prepared the pro- 
gram and the nature of the program itself to see to 
what extent the National Advisory Council on Radio in 
Education, Inc., has fulfilled its claims of being inde- 
pendent of faction and nonpartisan in procedure. The 
Public Health Committee includes as its chairman William 
Trufant Foster. This is the same Foster, an economist 
and not a physician, who attacked organized medicine 
bitterly at a conference held in Philadelphia last Febru- 
ary, fully reported in The Journal, March 3, page 701. 
Associated with Mr. Foster on this committee are the 
following physicians: Ray Lyman Wilbur, chairman of 
the Committee on the Costs of Medical Care and signer 
of its majority report; Thomas Parran, Jr., health officer 
of the state of New York, committed in repeated ad- 
dresses to compulsory health insurance and measures 
leading to the socialization of medicine; Haven Emerson, 
formerly a president of the American Public Health Asso- 
ciation and a signer of the majority report. Included 
with these four are Alice Hamilton, a distinguished in- 
vestigator in industrial diseases, whose writings indicate 
nevertheless that her pity for the sad fate of the majority 
of mankind overbalances her scientific judgment in mat- 
ters of social control, and, last of all, Dr. Hugh S. Cum- 
ming, surgeon general of the United States Public Health 
Service. It will be obvious to any one that this Public 
Health Committee of the National Advisory Council on 
Radio in Education, Inc., is overwhelmingly controlled 
by the state medicine and socialization of medicine points 
of view, and that it contains no definite representative 
of the 100,000 physicians organized as the American 
Medical Association. 

“The radio program developed under the auspices of 
this committee is, as might have been expected. over- 
whelmingly for the socialization of medical care. It 
contains the name of but one person who signed the 
minority report of the Committee on the Costs of Medical 
Care, and there are indications that he accepted under 
a misapprehension as to the nature of the program and 
will not appear. Those who are to discuss the future of 
medical care and the subject of medical economics are 
for the most part nonmedical men, unfamiliar with medi- 
cal practice and for the most part definitely opposed in 
their writings to the policies of organized medicine 

“It should be clear to any physician that this program 
indicates an attempt on the part of the interests repre- 
sented in the majority report of the Committee on the 
Costs of Medical Care to further its propaganda. In 
developing a program of this type the National Advisory 
Council on Radio in Education, Inc., has been untrue to 
the principles on which it was established. Thereby it 
fails to merit support from the medical profession. 
Nevertheless, physicians will do well to be aware of the 
matter and to use such influence as they mav possess 
with the radio stations that carry such material to bring 
about a realization of its true nature. 

“It might have been within the province of the National 
Advisory Council on Radio in Education, Inc., to develop 
a series of useful lectures on the prevention of disease 
and on the maintenance of health. It might have used 
some of the time, which apparently it is able to get 
without charge from the broadcasting chains, for the 
enlightenment of the public on many of the _ scientific 
fallacies promoted by commercial interests. It has, how- 
ever, failed to avail itself of these opportunities, devoting 
itself and its time instead to what constitutes essentially 
an undermining of the medical profession of this country. 
It would be interesting to know the motives that ani- 
mated the executive officers of the National Advisory 
Council on Radio in Education, Inc., to lend themselves 
to this propaganda.” 


’ r F 


Our last quotations are from Time, and are worthy 
of perusal in connection with the above. Time states: 


RADIO 


“Free Time.—How much free time, if any, should Radio 
give to religious and educational programs? 

“For months this question has been bumping loosely 
and loudly around Washington. Religionists and educa- 
tors felt that the New Deal, as part of its general reform 
program, should open the air wider to them. The Federal 
Communications Commission took the question firmly in 
hand and proceeded, through a three-man board, to hold 
public hearings. Last week Radio’s biggest wigs trooped 
to Washington to protest any plan which would force 
them to take into their broadcasting studios any speci- 
fied number of preachers. or pedagogues and permit them 
to hold forth, without charge, for any specified amount 


of time. 

“Suave young President William Samuel Paley of 
Columbia Broadcasting System pointed out that his 
chain is already giving one-sixth of its time free to 
religion and education. Said he: ‘Columbia has carefully 
refrained from imposing on its audience any small per- 
sonal concepts of what the audience ought to receive.’ 

“President Merlin Hall Aylesworth of National Broad- 
casting Company gave education a round scolding for 
having alienated its Radio pupils by ‘monotony and poor 
showmanship.’ Cried he: ‘People do not want to be 
educated. They want entertainment. Our guilt lies 
in having been too big-hearted in our desire to help 
educators.’ By way of support. NBC’s program director 
produced a testimonial from Henry L. Mencken: ‘The 
pedagogues now have all the time they can fill profit- 
ably—and more. Their programs are puerile and dull. 
There is no evidence that they would do any better if 
they had all day.°”....-. 
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THE CORONER'S OFFICE OR THE 
MEDICAL EXAMINER SYSTEM?* 


Citizens’ Business 


A leaflet issued by the Committee on Medico-Legal 
Problems of the Institute of Medicine of Chicago and 
distributed in its booth at the Chicago Century of 
Progress Fair, contained the following parallel column 


contrasts: 


WHICH? 


The Coroner’s Office 


Established in the twelfth 
century to serve the inter- 
ests of the crown. 


HOW 
Usually by election. 


The Medical Examiner 
System 
Established to serve the 
interests of the publi 

the present time. 


SELECTED 


Appointed by the Governor 
or Civil Service Commis- 
sion. 


LENGTH OF SERVICE 


Usually two to four years. 


Indefinite. In the jurisdic- 
tions in which this system 
is in operation, the medica] 
examiners have served for 
long periods of time. 


QUALIFICATIONS 


None in most States. 


Physicians who are gradu- 
ates of accredited medical 
schools, with special train- 
ing in pathology. 


DUTIES 


Medical: To 
causes of death. Legal: To 
hold inquests. The legal 
investigations must be re- 
peated by the State’s At- 
torney if he must prose- 
cute. 


determine 


Medical only. The legal in- 
vestigations are made by 
the District or State’s At- 
torney. 


AUTHORITY 


Poorly defined by anti- 
quated laws that have not 
been revised to meet pres- 
ent conditions. 


Clearly defined by modern 
legislative enactments. 


Cost 


The coroner's office in New 
York City in the last year 
of its existence, 1917, cost 
$172,000. 


HOW WELL IS 


Poorly, because of unquali- 
fied incumbents, antiquated 
laws, political influences, or 
all of these. 


NATURE OF THE 


THE 


The medical examiner's of- 
fice of New York City in 
1929 cost $166,705. The 
population had increased 16 
per cent; the work done 
had increased proportion 
ately even more than the 
population. 


WORK DONE 


Excellently in all communi- 
ties where it is in opera- 
tion, because of qualified 
incumbents and clearly de- 
fined, up-to-date legislative 
enactments. 


WORK PERFORMED 


Investigation of deaths due to suspected criminal homi- 
cide, in which criminal prosecutions may follow. 


Investigation of deaths 


due to 


suicide and casualty, 


which may give rise to claims for accident. disability, 
life insurance, or for workmen’s compensation. 
Investigation of sudden deaths unattended by a phy- 


sician, to exclude 


certificate. 


crime and to 


authorize legal death 


Which gives the taxpayer more for his money, better 
safequards the interests of society, makes for better ad 


ministration of criminal justice? 


The Coroner’s office 


the Medical Examiner system? 


7 
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Some Editorial Comments 


The elective coroner in 


New 


York City represents 


combination of power, obscurity, and irresponsibility which 


has resulted in 


inefficiency 


and malfeasance in the ad- 


ministration of the office.—Leonard M. Wallstein, former 
Commissioner of Accounts of New York City. 


The inquest is, 


as a general rule, 


without value 


determining the cause and circumstances attending dea‘! 
Moreover, as it is now conducted it does not possess t! 


first requirements of a judicial 
“The Office of Coroner,” 


Moley, 
Survey. 


proceeding.—Raymon 
The Missouri Cri! 


* See also editorial comment on this subject, page 34! 
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The coroner does nothing that must not be done over 
again. No reliance can be placed on anything that he has 
done, nor can he be trusted to do anything right.—Joseph 
DuVivier, former Assistant District Attorney for New 
York County. 

The coroner’s inquest is scarcely more than a formal- 
ity.—Editorial, Chicago Daily Tribune, April 5, 1933. 

Is it not about time for the office of coroner to be 
reformed or abolished as both useless and costly ?—Edi- 
torial, The Chicago Daily News, April 7, 1933. 

The repression of crime demands the community’s will 
to repress it. ... It demands also the reconstruction of 
antiquated public machinery. — Editorial, The Chicago 
Daily News, October 25, 1933. 

Coroners’ inquests, at least in murder cases, are useless 
and even mischievous. At best they duplicate the work 
of other law-enforcing agencies—Editorial, The Chicago 
Daily News, November 1, 1933. 


7 7 7 


The official handbook of exhibits in the Division 
of Basic Sciences in the Hall of Science described the 
exhibit of the Institute of Medicine of Chicago in the 
following language. 


Institute of Medicine of Chicago 


“This exhibit presents an outline of medico-legal facts. 
The central feature is a diorama which symbolizes the 
tragedy and enigma of death. This is flanked on each 
side by two smaller dioramas that portray graphically 
the four classes into which the death may fall: homicide, 
suicide, accident, and sudden death. On either side of 
the diorama unit are painted panels. One is symbolic of 
the medical examiner system, showing a modern autopsy 
room with a shrouded body and a gowned figure of a 
physician ready to begin his examination; in the back- 
ground are sketches indicative of the scientific pro- 
cedures that a proper examination must make use of: 
pathology, bacteriology and serology, chemistry and toxi- 
cology, and microscopy. The panel of the opposite side 
is symbolic of the coroner system. It depicts the usual 
type of coroner's jury being sworn in for the inquest 
in the presence of the dead body as the law requires. 
In the background, corresponding to the scientific pro- 
cedures in the other panel, are sketches portraying coro- 
ner’s juries at different periods in history, the object 
being to illustrate that the office has not changed much 
since its earliest days. Lettered panels give the essential 
features of the two systems in use in this country, in- 
cluding such data as origin, mode of selection, tenure of 
office, qualifications, duplication of other agencies of gov- 
ernment, and cost. Diagrams show the organization and 
relationships within the judicial administrative system 
of the European medico-legal system with its institute of 
legal medicine. A similar diagram shows the same fea- 
tures of the two American systems. A few well-selected 
specimens illustrate some of the features of the different 
kinds of death that must be officially investigated.” 


CORRESPONDENCE 


Subject of following letter: A communication from 
the Pacific Roentgen Club concerning an article by 
Dr. Howard H. Johnson, printed in the September 
issue of the “Western Hospital Review.” 


October 15, 1934. 


To the Editor:—In the September issue of your jour- 
nal there appeared an article entitled “Crossroads— 
Cross Purposes” by Dr. Howard H. Johnson of San 
Francisco. Since this article proposes changes of a 
rather radical type in the practice of medicine in the 
State of California, and since it appears to contain 
some incorrect or misleading statements, we beg to 
submit the following for publication: 


Fundamentally, the article is a plea for the early 
establishment of a hospitalization insurance plan in 
California. One of the main arguments used to sup- 
port this plea is the alleged success of the plan in 
Cleveland. One of the major factors in the plan in 
Cleveland is the provision of x-ray and similar serv- 
ices along with the hospital benefits. We will com- 
Mence our discussion by commenting on some of the 
statements in Doctor Johnson’s article. 


1. On page 6, paragraph 1, Doctor Johnson states 
that “A plan was then devised by the Academy which 
would place the ‘x-ray . . . men’ on exactly the same 
basis as other . . . professional men practicing in hos- 
pital work.” This is incorrect and misleading. The 
actual plan as devised would place the x-ray physician 
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on a totally different status to that of other physicians 
in the hospital. The radiologist would be prevented 
from conducting and assuming the responsibility of 
the examination of the patient himself; a third party, 
a layman (the technician) hired by and responsible 
only to the hospital, would be interposed between the 
physician and the patient. Again, the collection of 
fees for professional responsibility and opinion would 
not necessarily be attended to by the radiologist him- 
self; such would only be done if interpretation and 
consultation had actually been requested by the pa- 
tient’s other physician. 


2. In the second paragraph appears the statement, 


“Academy members were furnished with . a state- 
ment of those medical men, principally x-ray men, 
who opposed the plan.” This is incorrect. The state- 
ment was furnished by physicians in general in Cleve- 
land. It is to be noted that only 266 out of 1,000 
Cleveland Academy members, who were circularized, 
actually voted; of these, only 156 voted for the plan. 
In the opinion of many, the plan as outlined by the 
Academy was so ambiguously worded that it may be 
assumed that even the 15.6 per cent who voted “Yes” 
did not fully understand the proposal. 


3. In the third paragraph on page 6 appears the 
statement, “x-ray . . . work of a diagnostic and thera- 
peutic type is thus no longer monopolized. . . .” This 
is doubly misleading. The major number of hospi- 
tals in Cleveland still operate with their radiologists 
on their former status. In connection with the use of 
the word “monopoly,” it is worth remembering that 
Doctor Johnson’s able friend, Dr. A. C. Christie of 
Washington, D. C., has repeatedly pointed out that 
the practice of radiology in the hospital is a form of 
monopoly by the nature of hospital work and not one 
by choice, and Doctor Johnson is aware that in San 
Francisco any recognized radiologist is welcome in 
any hospital x-ray department—the patient need not 
consult the staff radiologist, except when he so de- 
sires. There is no more of a monopoly in the strict 
sense of the word than actually exists in other depart- 
ments in the hospital. 


4. Doctor Johnson makes the statement that such a 
plan “will also make it possible to arrange ... fee 
schedules on a lower basis.” This is very dubious if 
not actually incorrect. The actual cost of perform- 
ing radiological procedures has shown no appreciable 
reduction in the last few years and is probably close to 
its basic level. Therefore, if the hospital is to recover 
its costs in the x-ray department, and the physician 
his reasonable fee for examination, interpretation and 
consultation, the proposed plan would merely result 
in the division of the fee into two portions, the total 
amount of which would be no lower than the present 
fees. Any further reduction must obviously come from 
the physician’s income. 

The responsibility for the examination and treat- 
ment of a patient by x-rays is a medical one; such 
procedures are always dangerous in unskilled hands. 
Therefore, it would seem unwise for any physician 
to urge that a lay corporation has the right to assume 
this responsibility and to regulate the fees that should 
be charged. 


General Comment 


The root and source of the whole problem under 
discussion lie in the desire of the Cleveland Hospital 
Council to sell, not a group hospitalization plan, but 
a group hospitalization-with-diagnostic-medical-care 
plan. Now, the radiologists in Cleveland have always 
supported and will continue to support any sincere 
attempt at furnishing hospitalization, or hospitaliza- 
tion and medical care, at reasonable rates upon a 
reasonable basis. But when laymen or hospitals or 
any corporation attempt to furnish medical care (2. e., 
diagnostic x-ray work) along with and as a part of 
hospitalization, then those radiologists, like any other 
physicians, resent it. They resent it because medical 
service cannot be properly furnished by laymen; if it 
were it would lower the status of radiology,_and 
thereby the status of diagnostic and therapeutic care 
in general. They resent it because physicians and lay- 
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men alike have pointed out that it would be merely 
the opening wedge, which could easily result in the 
inclusion of other types of medical service, until finally 
lay groups could have complete control of the practice 
of medicine. 

Doctor Johnson implies that the Cleveland plan is 
working well, that the policies are being sold and that 
the quality of care afforded the sick patient is not 
being lowered. 

What are the facts? 
these answers: 

1. The Cleveland Hospital Council has fifteen mem- 
ber hospitals in Cleveland, with a total bed capacity of 
3,132 beds. The Cleveland plan is actually operative 
at present in connection with only 25 per cent of those 
beds, that is, virtually only with the University Hospi- 
tal group. The other hospitals, representing 75 per 
cent of the Cleveland bed capacity, are at present 
handling no group hospitalization cases at all. 

2. How are the policies being sold? They are being 
sold with difficulty, the salesman sometimes implying 
that x-ray service is free. In view of what the patient 
believes he is getting when he pays for x-ray service, 
this is obviously not so; however, this allegation is 
being used and will continue to be used as one of the 
selling points. Because of this fact alone, one of the 
directors of the second largest private hospital in 
Cleveland (the Mount Sinai) has stated emphatically 
that, as far as he is concerned, Mount Sinai will take 
no group hospitalization cases. He believes that the 
plan is being misrepresented to the public. 

3. The writer has seen a record of the work done 
by the University Hospital in Cleveland on a patient 
recently in there as a “flat-rate diagnostic case.” This 
patient paid $38.50 for a three-day stay in the hospi- 
tal, having x-ray films made on many parts of her 
anatomy. Based on the cost of “technical service,” as 
drawn up by the Cleveland Hospital Council, the 
hospital received $25.50 for the production of these 
films. Does this sound economical? In addition, the 
patient had a gastro-intestinal series, no films being 
made. One wonders what exact value this “flat-rate 
diagnostic service” was to the patient. One wonders 
if fewer x-ray films and a more thorough clinical ex- 
amination, such as was practiced under the old system, 
would not have been better. 

In conclusion, we may note Doctor Johnson’s re- 
mark that Cleveland has solved the problem of the 
exploitation of physicians by the hospital. We doubt 
if it has. We doubt it for many reasons, chiefly be- 
cause the “Cleveland plan” which Doctor Johnson 
outlines is mot the plan in operation in Cleveland, but 
also because, outside of the University Hospital group, 
there are no hospitals in Cleveland where anyone but 
a radiologist is permitted to examine the patient roent- 
genologically. 

The hospital represents an unselfish community 
effort to provide the best type of care for the sick; to 
properly discharge this func:ion it maintains, among 
other departments and facilities, adequate facilities for 
modern x-ray care. Everyone agrees that it must have 
a great interest in its x-ray investment, including its 
space and equipment; everyone agrees that the hospi- 
tal must receive a just and fair income from its x-ray 
department, based upon reasonable rent for space 
used, and reasonable interest and depreciation on 
equipment purchased. 

But the hospital should not expect to make a profit 
from professional medical procedures like the pro- 
duction of roentgenograms. If hospitalization insur- 
ance policies can only be sold by the inclusion of 
so-called hospital x-ray service, a point yet to be 
shown necessary, there would seem to be better ways 
of doing this than by the artificial division of the x-ray 
examination. The tendency of such division would be 
to decrease the quality and soundness of the medical 
care practiced in the hospital, which is certainly not 
the desire of the medical staff or the board of direc- 


Direct from Cleveland come 
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tors, that is, of the people who actually make the 
hospital what it is . . . a living institution for the care 
of the sick. We are 


Very truly yours, 


Tue Executive CoMMITTEE OF THE Paciric 
ROENTGEN CLus. 


L. H. Garland, Secretary. 


P. S.—Since this matter is of state-wide medical 
importance, a copy of this letter is being mailed to 
the editor of “California and Western Medicine” for 
publication in that journal. In addition, a short article 
summarizing the objections to, as well as the dangers 
of, the division of medical x-ray work into two arti- 
ficial portions has been prepared. Copies of this article 
are available to all those interested. 

Suite 1739, Four Fifty Sutter Street, San Francisco 


THE KETOGENIC DIET— 
pH DETERMINATIONS* 


“The treatment of urinary infection with the keto- 
genic diet is a form of therapy based on producing 
within the body itself a chemical state which will 
result in the secretion of urine by the kidneys which 
has marked and germicidal properties. It is a known 
fact that bacteria will not only not grow but that they 
are destroyed when the acidity of the media upon 
which they are growing is converted into an acid 
media of a sufficient concentration. So it is with the 
urinary tract of the human body. It has been success- 
fully demonstrated that by controlling a person’s diet 
such a state can be produced. 

“It has been known for some years that if the 
body is starved of carbohydrate food the normal me- 
tabolism of fats is interfered with—the fatty acids 
being incompletely broken down, with the result that 
B-oxybutyric acid, aceto acid, and acetone (collec- 
tively spoken of as ketones or ketone bodies) appear 
in the urine... . 

“For a number of years the ketogenic diet, i. ¢., a 
high fat and low carbohydrate diet, has been used in 
the treatment of certain conditions, notably epilepsy. 
The interesting observation was made that all cases so 
treated were singularly free of urinary infections. ... 

“In speaking of urinary tract infections it is neces- 
sary to determine, before instituting any type of ther- 
apy, the exact state existing in the urinary passages. 
Needless to say, it is important to make a complete 
and thorough investigation of the patient’s general 
health. ... 

“Having secured the above information and having 
found a condition existing in the urinary tract, result- 
ing from the bacterial invasion, the patient is placed 
upon a ketogenic diet, and the diet regulated and care- 
fully supervised so as to produce a ketosis with a 
known hydrogen ion (known as pH) concentration 

“To the uninformed the expression, ‘pH concentra- 
tion,’ may sound discouragingly scientific. At least it 
is an expression which may sound somewhat extrane- 
ous to the scientific vocabulary of the known scope 
of the nursing profession. However, this is a scentific 
simple understandable chemical state that can be made 
very elementary and easily workable. It is an essential 
part of the routine necessary in applying scientifically 
the ketogenic diet in urinary infections. I am, there- 
fore, going to take this opportunity to explain to you 
the A, B, C of hydrogen ion concentration and pH 
control, 


“Acidity and alkalinity have long been recognized 
as important factors in practically all branches of re- 
search and industrial work. Sugar manufacturers and 
refiners, electroplaters and electrotypers, paper manu- 


*Excerpts from a paper by Hugh F. Dormody, M. D., 
Monterey, and printed in the September, 1934, issue of the 
“Pacific Coast Journal of Nursing.” 


For other comments on Ketogenic diet, see pages 33! 
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facturers, sanitary engineers, agriculturists, bacteriolo- 
gists, biologists, etc., have, therefore, used various 
methods for detecting and controlling acidity and 
alkalinity, since they have learned by experience that 
this factor has a very marked effect on the yield and 
equality of their product, the efficiency of manufac- 
turing processes, corrosion of metals, absorption of 
dyes, by fabrics and clays, the stability of various 
materials, the growth of bacteria, the diagnosis of 
diseases, etc. 

“While detection and control of acidity and alka- 
linity are of such universal application, the real bene- 
fits of accurate methods were not fully realized until 
the past few years, due to the fact that the old 
methods of testing, such as by litmus and other test 
papers, and by titration, often gave erroneous and 
misleading results. Although various workers were 
apparently maintaining the same condition in a given 
operation, as indicated by the old methods, the ap- 
plication of pH control showed that the conditions 
actually varied widely. This explains many failures 
and variations in results which could not otherwise be 
accounted for. In industrial work pH control has also 
reduced production costs to an amazing degree. This 
is due to large savings in both time and chemicals, to 
the prevention of losses, such as the inversion of cane 
sugar, and to the fact that operating conditions are 
not only greatly simplified but that they can be dupli- 
cated exactly. 

“Although px control has proved its value, and has, 
therefore, been widely adopted in so many different 
lines of work, many still hesitate to use it, since they 
feel that its application requires the services of a 
chemist who has been specifically trained in this type 
of work. Such is not the case, however. In fact, it 
is almost as simple to make a pH determination as it is 
to make a measurement of temperature, and these 
determinations can be made just as easily and accu- 
rately by a nurse as by a trained chemist. 


“In discussing the meaning of px control, we shall 
first explain it in such a simple manner that the non- 


technical person can understand and apply it. 
“Everyone is familiar with the Fahrenheit ther- 


mometer. On this scale, 32 degrees represents the 
freezing point of water. For the sake of illustration 
we shall assume that values above and below 32 de- 
grees represent degrees of heat and coldness, respec- 
tively. Thus, any values higher than 32 degrees, such 
as 34 degrees, 36 degrees, 40 degrees, etc., denote an 
increase in heat, the degrees of heat increasing as the 
numbers increase. On the other hand, any values 
below 32 degrees, such as 30 degrees, 28 degrees, 20 
degrees, etc., denote an increase in coldness, the de- 
gree of coldness increasing as the numbers decrease. 

“In a similar manner the degree of acidity or alka- 
linity of a solution is expressed by the pH scale. In- 
stead of being called degrees, as in the case of the 
thermometer, the units on this scale are called px 
values. It is apparent that it is not necessary for a 
person to know the derivation of the term ‘degree 
Fahrenheit’ in order to determine the temperature 
of a solution by means of a thermometer. It is equally 
true that the worker need not know the meaning of 
the term ‘px’ in order to use this method for measur- 
ing acidity and alkalinity. On the pu scale, a value 
of pH 7.0 represents neutrality. This means that if 
the material being tested has a pu of 7.0 it is neither 
acid nor alkaline. 

“Following the illustration of the thermometer given 
above, any values higher than pu 7.0, such as 7.2, 7.4, 
8.0, 9.0, 10.0, etc., denote alkalinity, the degree of alka- 
linity increasing as the numbers increase. Analo- 
gously, any values lower than pu 7.0, such as 6.8, 6.6, 
6.0, 4.0, 2.0, etc., denote acidity, the degree of acidity 
increasing as the numbers decrease... . 

“A pu value is, therefore, simply a number de- 
noting the degree of acidity or alkalinity of a solution, 
and an operator will learn in a few days to use this 
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term just as intelligently as he does the term ‘degree 
Fahrenheit.” Since the significance of ‘pH’ has been 
explained, we shall use this term throughout to denote 
the degree of acidity and alkalinity. 

“To give a concrete example, let us say that a solu- 
tion has a pH of 7.6. The solution is, of course slightly 
alkaline. If another has a pu of 8.2 it is more alkaline 
than the one of pu 7.6. It is, therefore, clear that an 
acid, such as hydrochloric, or an acid salt, such as 
alum, must be added to a solution of px 8.2 to bring 
it to a px of 7.6, and that larger quantities must be 
added to bring it to the neutral point of 7.0, or to an 
acidity of pu 6.6, 6.0, etc. Similarly, if a solution has 
a pH of 6.0 it is acid and it is necessary to add alkali, 
such as lime, soda ash, etc., to it in order to bring it 
to the neutral point of pu 7.0. Larger quantities of 
alkali must of course be added to bring it to an alka- 
linity of px 8.0, 9.0, etc. 

“In order that the worker may have some idea of 
the degree of acidity corresponding to various pH 
values, it may be stated that a solution which has a 
pH value of 5.0 is ten times as acid as one with a pH 
of 6.0 Analogously, a solution of pu 4.0 is ten times 
as acid as one of pH 5.0. Thus px 4.0 indicates an 
acidity one hundred times as great as pH 6.0. A similar 
relationship holds on the alkaline side of the scale, 
that is, a solution which has a pu of 9.0 is ten times 
as alkaline as one which has a pH value of 8.0, etc. 
This control method has been so widely adopted that 
the py values which should be maintained in many 
processes have been definitely determined. 

“Since the significance of pH values and the means 
for changing a solution from one pu value to another 
have been explained, all that is required for a worker 
to know is how to make the actual determinations. 

“The principle of making pH measurements is based 
on the fact that various indicators change in color 
when they are acted upon by solutions of different 
acidities of alkalinities. Litmus paper is probably the 
simplest and the best known example of an indicator. 
Its color change is from red to blue. That is, if litmus 
paper is dipped into an acid solution, it turns red. If it 
turns only slightly red, we say the solution is ‘slightly’ 
acid. Similarly, if the paper turns blue, we say the 
solution is ‘slightly’ or ‘strongly’ alkaline. These are 
very vague and indefinite terms and their meaning 
varies enormously, depending largely on the personal 
opinion of the worker. Thus, what is ‘slightly’ acid 
to one worker might be considered as ‘strongly’ acid 
by another, and vice versa. 

“In making pH measurements, we substitute defi- 
nite pH values, such as 3.0, 6.0, 7.4, 9.6, 13.0, etce., for 
the indefinite terms ‘strongly’ and ‘slightly’ acid and 
alkaline. These pH values can be recorded and can 
be duplicated at any time by the same or different 
workers. 

“The La Motte Chemical Products Company of 
Baltimore, Maryland, has a set of Bromthymol Blue 
color standards consisting of nine tubes, containing 
five cubic centimeters each of solutions which repre- 
sent definite pH values. A worker equipped with a 
set of such standards plus a few days of instruction, 
becomes very efficient in determining the pH of any 
solution by the use of the La Motte permanent Color 
Standards. A book, the A, B, C of px (hydrogen ion) 
control, is published by the same company and ex- 
plains in a very understandable way the entire tech- 
nique for determining the hydrogen ion concentration 
of any solution. Those of you who have had training 
in clinical laboratory work would find this text of 
value to you in your work. 

“The degree of ketosis and pH concentration show 
a very close relationship between these factors and the 
sterilization of the urinary tract. It is very desirable, 
therefore, to measure the ketone content of the urine 
from day to day. Without such evidence as to the 
degree of ketosis one cannot rigidly judge the effec- 
tiveness of the diet or of the results in any case.” ... 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VII, No. 12, November, 1909 


From Some Editorial Notes: 


The State Board of Health— ... When town govern- 
ments come to a full understanding of these princi- 
ples, when corporations learn that their fulfillment is 
an economic investment, when boards of trade realize 
that the health of their community is their best card, 
we can expect results which will be little short of 
marvelous. In this work the State Board of Health 
expects the help of every physician; a strong, active 
support, not a passive sympathy. It is often the case 
that the individual physician does not realize what a 
power he can exert in his own community and his 
influence is never greater than when it concerns ques- 
tions of the public health. 


7 7 7 


Explanation and Thanks——Since July the editor has 
been unable to do any work on the journal. In that 
month he met with an accident which resulted in a 
fractured skull, and strict orders not to attempt to do 
any work for at least two or three months. As he has 
led a rather active—if not*at times strenuous—life for 
some years, this enforced idleness was decidedly irk- 
some. Nevertheless, it was quite evident that nature 
would enforce the orders of the surgeons, and so he 
has not attempted to do very much. But misfortune 
is not always unmixed with compensation. Friends 
appeared at once, and they were of the real sort. The 
Publication Committee, largely through the very 
kindly offices of Doctor Lartigau, took entire charge 
of the journal and they have done everything in the 
matter of preparing copy, editorials, etc., and seeing 
that the journal was properly made up each month... . 


: 2 


The Extent of Squirrel Plague—Last month the jour- 
nal commented upon the prevalence of plague among 
the ground squirrels of Contra Costa and Alameda 
counties and the efforts which were being made by 
Dr. W. C. Rucker of the Public Health and Marine 
Hospital Service and his small corps of assistants to 
eradicate it. ... About one per cent of all squirrels 
examined at the laboratory are infected. Doctor 
McCoy, who has charge of this work, believes that 
the disease has existed in these regions for a long 
period. It is problematical just how far down the 
coast the infection extends, although it may be added 
that plague squirrels have been found in all counties 
in which an extensive search has been made... . 


From an article on “Postoperative Phlebitis” by Charles 
G. Levison, M. D., San Francisco. 


To have assured a patient that a proposed operation 
is free from danger, and then to find after its per- 
formance that the individual is invalided perhaps for 
months, is an experience that must cause the greatest 
concern to any surgeon, and yet it is an experience 
not infrequent when phlebitis intervenes as a compli- 
cation. .. 


From an article on “The Medical Side of Headache” by 
J. Wilson Shivls, M. D., San Francisco. 


All headaci1es are complex and obscure. We have 
little exact k 10wledge of the structures wherein pain 
is felt. We co not know what pain really is. Clini- 
cally we desire to believe that the consciousness of 
pain must be related to the activities of certain nerve 
cells in the cortex. ... 


* This column strives to mirror the work and aims of 
colleagues wh») bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 


(Continued in Front Advertising Section, page 18) 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIA* 


By Cnuartes B. Pinxuam, M. D., 
Secretary-Treasurer 


News Items 


A thorough investigation by the Board of Medical 
Examiners of the alleged “baby sales,” reported by 
the Department of Social Welfare to the Governor, 
has failed to disclose any evidence of such sales. At 
a regular meeting of the board, the following official 
statement was released to the press: 

“A communication recently addressed to the Gov- 
ernor charged that babies were being sold or ex- 
changed by doctors. The consideration being, it was 
stated, that a person desiring a baby, pay the hospital 
and doctor’s bills. 

“Since that time the charge has been thoroughly in- 
vestigated by the Board of Medical Examiners. With- 
out commenting upon doctors practicing any other 
form of the healing art and not under jurisdiction of 
the Board of Medical Examiners, it may be stated that 
our investigators found that no doctor of medicine 
was in any way involved in such practice. 

“We have invited the public, as well as the Depart- 
ment of Social Welfare, to provide us with infor- 
mation concerning any licentiate of this board, and if 
we received any legitimate complaint against any 
doctor of medicine, are prepared to exercise immediate 
disciplinary measures.” 


The following officers were elected for the ensuing 
year: William R. Molony, M. D., president; Clark L. 
Abbott, M.D., vice-president; Charles B. Pinkham, 
M. D., secretary-treasurer. 

At a regular meeting of the Board of Medical Ex- 
aminers held at the State Capitol, Sacramento, Octo- 
ber 15 to 18, inclusive, the following changes in the 
status of licentiates was made: 

Robert V. Baker, M.D., Avalon. License revoked 
October 16, 1934, based on narcotic charges. 

Thomas O. Greig, M.D., Berkeley. License re- 
voked October 17, 1934, based on violation of the 
terms of his probation imposed October 22, 1930. 

John R. U. Campbell, M. D., Dunsmuir, was placed 
on five years’ probation October 16, 1934, without nar- 
cotic privileges. 

Arthur M. Nelson, M. D., Los Angeles, was placed 
on five years’ probation October 16, 1934, without 
narcotic privileges. (According to resolution of the 
Board, Doctor Nelson cannot apply for restoration of 
narcotic privileges until three years have elapsed.) 

James W. Nicholson, M. D., Porterville, was placed 
on five years’ probation October 17, 1934, after hear- 
ing of charges of alleged intemperance. 

John Marshal Robinson, M.D., Los Angeles, was 
placed on probation on October 17, 1934, for a period 
of five years, without narcotic privileges. (The Board 
voted he will not be entitled to apply for restoration 
of his narcotic privileges until three years have 
elapsed.) 

Rudolf Rohlfing, M. D., whose license was revoked 
October 19, 1933, was on October 17, 1934, restored 
to practice and placed on probation for a period of 
five years. 

Roy F. Ruth, M.D., Los Angeles, whose license 
was revoked October 19, 1933, was restored to prac- 
tice on October 17, 1934, and placed on five years’ 
probation without narcotic privileges. 

Forty-three graduates of medical schools took the 
written examination, of which number several were 
graduates from foreign medical schools, the majority 
being from Germany. 


* The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertis- 
ing page 6 
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